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Abstract 
 
Introduction. 
 
Health sciences education is known as a stressful and high challenging environment that 
affect physical and psychological student’s well-being. Students represent a highly 
educated population under significant pressures. These pressures are common and 
associated with depression.    
 
The aim of the study was to assess the prevalence of depression among health sciences 
students at Al- Quds University. 
 
In order to achieve the study aim, a cross sectional study was conducted. The target 
population of the present study was (3390). Beck Depression Inventory (BDI �- , 1969) 
self-reported questionnaire was utilized . The sample consisted of (357) students at Al-
Quds University in West Bank who were selected conveniently from the health sciences 
students. The completed questionnaires were entered and analyzed using (SPSS) software 
version 21 by using descriptive analysis and parametric tests such as frequency, 
percentage, T-test, and ANOVA. 
  
The finding of the study showed that , 47.9% had minimal symptoms of depression and 
40.3% of students were may clinically depressed.  According to BDI score ≥ 17 which is 
the cutoff point for diagnosis 23.2% of the participants had moderate depressive 
symptoms, 19.7% had mild symptoms and 9.2% had severe depressive symptoms.   
 
Further, the study results showed that there were no significant difference in depression 
in regard to number of siblings, family income, parental marital status, the presence of 
medical illness and the student’s medical and paramedical specialty. Whereas, the 
findings revealed that there were significant differences in depression in regard to gender, 
age, region of living, place of residence, religiosity level, study year, present of 
psychological problems and death thoughts. Female participants had more depressive 
symptoms than males with p-value (0.001) ; the participants whose age was 22 and older 
had the highest prevalence of depression than other ages with p-value (0.024). 
Participants from the south and the middle regions of the West Bank had more depressive 
symptoms with p-value (0.007) than the participants from the north regions. The 
participants from rural areas had more depressive symptoms with p-value (0.02) than the 
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participants from urban areas of the West Bank. Moreover, the fifth year and above group 
of participants had the highest prevalence of depression with p-value (0.027) than other 
groups. The depression rate among nursing, midwifery and physiotherapy students had 
was (50%) and it was a higher than their peers.  
 
There was also a significant difference in the prevalence of depression in relation to death 
thoughts with p-value (0.0001) and psychological status with p-value (0.0001) of the 
participants. Finally, the findings showed a statistically significant difference in 
prevalence of depression in regard to religiosity level. The committed religious 
participants had more depression with p-value (0.029)  than somehow religious 
participants. 
 
In the stepwise regression analysis, variables that were significantly associated with the 
prevalence of depression were included in the model. The model includes gender, age, 
the region of living, place of residence, year of study, religiosity level, death thoughts and 
psychological state. The predictors were death thoughts, psychological state, and region 
of living.   
 
Conclusion : Based on the findings, depression among health sciences students is 
a serious issue. Results from this study indicate that 32% of the participants had 
moderate and severe depressive symptoms. Moreover, 24% of the participants have 
suicidal thoughts and wishes and 6.7% among them think that death is the solution to 
solve their problems. That means, those students want to end their pain by suicidal way. 
Thus depressive students  need psychotherapy intervention and help. Whereas students 
with suicidal ideation need to solve their problems as soon as possible. the study 
recommends to develop awareness to recognize the psychological problems of  students  
at Al-Quds University. 
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Chapter One 
 
Introduction 
 
1.1 Introduction. 
 
College education can be one of the most exciting and challenging times in an 
individual’s life, opening the door to pursue new knowledge, prepare for a future career 
and experience life in a new way. University students are a young population who faced 
many problems such as, separation from their families, new environment and adaptation 
to educational standards, the pressure of academics with the obligation to succeed, 
uncertain future and difficulties integrating into the education system that can cause high 
level of depression and stress (Ross et al., 2006). 
 
Mental health problems among university students represent an important and growing 
public health concern for health promotion programs. According to a study conducted by 
Amr et al. (2013), which aimed to estimate the mental health problems among 
undergraduate students in Saudi Arabia, the study found that the prevalence of depression 
was 54%, stress symptoms were 40% and generalized anxiety disorder was 14%, while 
panic symptoms were 4% Depression, anxiety and panic disorder were significantly 
higher among females students. 
  
Health professions education is highly demanding and costly. It can be a stressful 
experience for some students and may affect negatively emotional well-being and 
academic performance of the students (Sabih et al., 2013). Obviously, any students would 
be highly distressed when they obtained poor marks in examinations and having 
difficulty in understanding the contents of the subjects. Othman et al. (2013) found that 
the academic requirement is the major stressor for health sciences students. The highest 
mean degree of stress was getting poor marks which represents a severe stress level, 
followed by a large amount of content to be learned and heavy workloads (Othman et 
al.,2013).    
 
As a reaction to the previous stress, some students get depressed, where they cannot get 
themselves together. They may cry alone, skip classes, or isolate themselves without 
recognizing that they are depressed (Preston,2013). Previous studies reported that, 
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depression among medical and paramedical university students was noted around the 
world and the prevalence seems to be increasing (Eller et al., 2006).  
 
Health sciences students are homogenous group and subjected to different kinds of stress, 
they face difficult university subjects in different language which may affect their 
learning ability and placing them at a greater risk for stress, depression, anxiety, burnout, 
substance abuse and suicidal behavior. Stress is usually a precursor for anxiety and 
anxiety is a precursor to depression (Sharma et al., 2013). Considerable research found 
that stress and psychological morbidity such as, depression and anxiety are common 
among medicine, dentistry, pharmacy, nursing and medical laboratories students (Ibrahim 
et al.,2014; Abo-Alshamat, 2016 ;Aghakani et al.,2010; Sharma et al.,2013). 
 
Many previous studies suggest that there is a high level of  stress and depression among 
health sciences students compared to other undergraduate peers. Teo and Say (2012) 
found that the prevalence of depression was the highest among health sciences students 
with a rate of (30%), followed by general sciences and engineering students with a rate of 
(18.4%), and the lowest were among art and social sciences with a rate of (15.4%). 
Rezayat and Nayeri (2014) showed that 55.6% of nursing students in Tehran University 
indicated low levels of assertiveness and 38.7% of students had moderate to severe 
depression and they needed psychological intervention and help. 
 
The prevalence of depression among health sciences students ranged between 8% to15% 
in the USA (Goelbert et al., 2009; Givens and Shea, 2005). In Brazil, a recent study 
revealed that 38% of health sciences students had depression (Baldassin et al., 2008). 
Researchers in Nepal estimated that the prevalence of depression was 21% 
(Sreeramareddy et al., 2007). In the Middle East, the prevalence of depression among 
students seems to be much higher than western countries with estimates from 45% to 
67% (Inam, 2007; Ibrahim et al., 2013; Al-Faris et al., 2016). 
 
According to the American Holistic Nursing Association (2012), nursing students 
experience higher levels of stress and depression than medical and pharmacy students. 
The source of stress among nursing students including study issues, the emotional 
demands of nursing, the use of technical equipment, interpersonal interaction and lack of 
time for family and personal pursuits. 
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Studies of such nature are useful to take appropriate steps like counseling for the 
depressed health sciences students. Hence, this study was undertaken to find out the 
prevalence of depression among health sciences students at Al-Quds University.  
 
 
1.2 Problem statement. 
 
The World Health Organization emphasizes that there is “no health without mental 
health” WHO (2010). The  global burden of mental disorders has increased significantly 
in recent years (Prince et al., 2007). However, Corey et al. (2009) estimated that one in 
five adolescents aged 10-24 years will experience a mental problem each year and health 
of young people has been largely neglected in global public health because this group is 
perceived to be healthy. 
 
University students are young people and they are facing many common mental health 
problems such as depression, anxiety, eating disorder, self-harm and obsessive 
compulsive disorder (Farrer et al., 2010).   
    
Depression among university students is extremely prevalent and a widespread problem 
across many countries around the world (Abedini et al., 2007). University students are a 
special group of people that are enduring a critical transitory period in which they are 
going from adolescence to adulthood and can be one of the most stressful times in a 
person’s life. Trying to fit in, maintain good grades, plan for the future, and be away from 
home often causes anxiety and stress for a lot of students (Buchanan, 2011). 
 
To the best of the investigations knowledge, there are no published studies that examined 
depression levels among health sciences students in Palestine. This study is investigating 
and measuring the degree of depression and search for predictors of depression among 
health science students. The results of this study could help in providing a basis for future 
depression related health promotion programs for health science students in Palestine. 
Also, there is no special system or program to support highly depressed students at 
Palestinian universities. 
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1.3 Justification of the study.  
 
According to the Palestinian Central Bureau of Statistics (2014), the percentage of youth 
represents 30% of the total population in Palestine: 38.1% of them are adolescents aged 
(15-19) years and 62% are youth aged (20-29) years. Furthermore, a United 
Nations report (2009) showed that more than 80% of young the Palestinians are 
depressed. The report based on interviews with 1,200 Palestinians over the age of 17 
from the West Bank and Gaza found that 39% were “extremely” depressed and 42% were 
depressed. Depression was more marked in the Gaza Strip, where 55% said they were 
“extremely” depressed. The report concludes that young Palestinian people are 
exceptionally vulnerable due to political conflict, they are more likely to be injured, 
arrested or encounter harmful situations. 
 
According to a 2013 American Psychological Association survey, about one-third of 
college students have experienced depression, that can occur at the same time of other 
health problems, such as anxiety, an eating disorder, or substance abuse. Suicidal due to 
depression is one of the major causes of adolescent mortality in developed countries, 
especially in youth and college students (Mustaffa et al., 2014; Tan et al. 2013) .  
 
Eskin et al. (2016) study to investigate the prevalence of suicidal behavior and 
psychological distress in university students across 12 nations. The results of the study 
showed that 29% of the participants having suicidal ideation and 7% reported attempting 
suicide. The odds of suicide attempt were high in Jordan, Palestine, Saudi Arabia, and 
Turkey. Psychological distress and suicidality are common in university students and 
depending on the socio-cultural context.  
 
This study was selected because there is lack of studies that assessed the prevalence of 
depression among health sciences students in Palestine, and may help policy makers and 
managers in the Palestinian universities and at Al-Quds University in particular planning 
the services and interventions for this group. 
 
 
1.4 The aim of the study. 
 
The aim of the study was to assess the prevalence of depression among health sciences 
students at Al- Quds University. 
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1.5 Specific objectives of the study. 
 
1- To assess the prevalence of depression among Al- Quds University health sciences 
students. 
2- To assess the relationship between the prevalence of depression and selected 
demographic variables such as (gender, age, economic status, parent marital state, 
place of residence, region of living, number of sibling, religion, and religiosity level) 
among Al-Quds University health sciences students. 
3- To examine the relationship between the prevalence of depression and non 
demographic variables (specialty, year of study, medical illness, psychological 
problems and death thoughts) among Al- Quds University health sciences students. 
 
 
1.6 Research questions. 
 
1- What is the prevalence of depression among health sciences students at Al- Quds 
University? 
2- Is there a relationship between prevalence of depression and selected demographic 
variables (gender, age, economic status, parent marital state, place of residence, 
region of living, number of sibling, religion, and religiosity level) among  Al- Quds 
health sciences students? 
3- Is there a relationship between the prevalence of depression and non demographic 
variables (specialty, year of study, medical illness, psychological problems and death 
thoughts) among Al- Quds University health sciences students? 
 
 
1.7 Feasibility of the study.  
 
This study was completed as a requirement for a Master's degree in community mental 
health at Al-Quds University. The study was self-funded and was conducted in health 
sciences faculties of Al-Quds University. The health sciences faculties were highly 
cooperated with the researcher. Ethically, ethical approval was obtained from Al-Quds 
University prior commenced of this study and there was no potential harm for 
participants, the anonymity and autonomy of participants in the study were ensured and 
their consent were taken before participation. 
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1.8 Study variables. 
 
1.8.1 Dependent variable.  Depression  
 
 1.8.2 Independent variables. 
 
In the current study, independent variables included socio-demographic data such as  
(gender, age, economic status, parent marital state, place of residence, region of living, 
number of sibling, religion, and religiosity level) and non demographic variables such as 
(specialty, year of study, medical illness, psychological problems and death thoughts). 
 
 
1.9 Definition of terms. 
 
1.9.1 Depression 
 
Conceptual definition of depression: According to (DSM-Ⅴ) , depression is more than 
just sadness. It is a psychiatric condition in which the individual experience a lack of 
interest and pleasure in daily activities, significant weight loss or gain, insomnia or 
excessive sleeping, lack of energy, inability to concentrate, feelings of worthlessness or 
excessive guilt and recurrent thoughts of death or suicide (Seligman,1973; Kessler et al, 
2005). 
 
Operation definition: The total score that the participant has on Beck Depression 
Inventory (BDI). 
 
1.9.2 Health sciences students: 
 
Conceptual definition:  Refer to the persons who are studying multidisciplinary fields 
that related to human health which combines bio-medical, bio-chemical, psycho-social, 
medical instrumental and organizational aspects (Sandra,2008).  
 
Operational definition: All students who studies at  health building school in Abu-Dies 
campus, the building include nine colleges which are (Medicine, Dentistry, Medical 
Laboratory Technology, Nursing , Midwifery, Pharmacology, Radiology, Public health 
nutrition and Physiotherapy)  
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1.9.3 Health sciences:  
 
Conceptual definition: is an applied science that refers to the body of knowledge of 
human and animal health , there are numerous disciplines of sciences including anatomy, 
physiology, neurophysiology, microbiology, epidemiology, immunology and many 
others (Sandra,2008). 
   
Operational definition: It is subjects that provide students medical knowledge, skills and 
personal developmental programs that prepare professional health workers.  
 
1.9.4 Al-Quds University: 
 
 Al-Quds University was founded two decades ago as the only Palestinian University in 
Jerusalem, and upon the vision that only an educated and enlightened citizenry can 
safeguard the future of our nation. (www.Alqudes.edu). 
 
It becomes one of the top universities in Palestine, 15 faculties, 29 institutes and centers 
were created, among them the first Medical School in Palestine, the first research center 
for nanotechnology, the institute of Jerusalem studies that offers a unique MA on the 
ancient city and Bard college for Arts and Sciences (www.Alqudes. edu). 
 
AQU is a wide reaching institute with members from all over the West Bank and 
occupied Palestine, with fifteen academic faculties, including arts, medicine, dentistry, 
pharmacy, nursing,  law, Qur’an and Islamic studies and engineering. 
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Chapter two 
Literature review 
 
 
2.1 Introduction. 
 
Depression is a mood disorder which prevents individuals from leading a normal life, at 
work, socially or within their family. Seligman (1974) referred to depression as the 
‘common cold’ of psychiatry because of its frequency of diagnosis. It is usually quite 
easy to see when someone is depressed. 
 
According to Archives of General Psychiatry (2010), approximately 15 million people in 
the United States suffer from depression, and college students are among them. In 
addition, depression is a mood disturbance that affects how people feel, think, and 
behave, and it can impact college student’s, work, and relationships (Kessler et al., 2005). 
WHO(2017) emphasized that 300 million people had depression worldwide. 
 
 
2.2 Depression signs and symptoms. 
 
Depression is a common mental disorder, characterized by sadness, loss of interest or 
pleasure, feelings of guilt or low self-worth, disturbed sleep or appetite, feelings of 
tiredness, and poor concentration (DSM-Ⅴ,2013). 
 
Depression can be long-lasting or recurrent, substantially impairing an individual’s 
ability to function at work or school or cope with daily life. At its most severe state, 
depression can lead to suicide. When mild, people can be treated without medicines, 
moderate depression may need medication and professional psychotherapy  but when 
depression is sever should be treated with medication and other treatment (Kessler et al., 
2005). 
 
Depression is a disorder that can be reliably diagnosed and treated by non-specialists as 
part of primary health care. Specialist care is needed for a small proportion of individuals 
with complicated depression or those who do not respond to first-line treatments (WHO, 
2012). 
People experience depression in different ways, but there are some general symptoms 
that characterize depression. “ Emotional symptoms include prolonged sadness, crying 
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spells, irritability, social withdrawal, and feelings of guilt, hopelessness, or worthlessness. 
Physical symptoms can include fatigue, lack of energy, tepidity, changes in sleep or 
appetite, restlessness, or decreased sex drive” (Miller et al.,2016). 
  
A person who suffers from a major depressive disorder must either have a depressed 
mood or a loss of interest or pleasure in daily activities consistently for at least a 2 week 
period (DSM-5).This mood must represent a change from the person’s normal mood. 
Social, occupational, educational or other important functioning must also be negatively 
impaired by the change in mood. For instance, a person who has missed work or school 
because of this depression, has stopped attending classes or usual social engagements 
(Persons et al., 2011). 
 
“A depressed mood caused by substances (such as drugs, alcohol, or medications) is not 
considered a major depressive disorder, nor is one which is caused by a general medical 
condition. Major depressive disorder generally cannot be diagnosed if a person has a 
history of manic, hypomanic, or mixed episodes (bipolar disorder) or if the depressed 
mood is better accounted for by schizoaffective disorder and is not superimposed on 
schizophrenia, a delusion or psychotic disorder” (DSM-Ⅳ-TR, 2000, p:347). 
 
Clinical depression is characterized by the presence of 5 or more of these depressive 
symptoms according to DSM-Ⅴ (2013):-   
 
1. Depressed mood most of the day, nearly every day, as indicated by either subjective 
report (feeling sad, “down in the dumps”, or empty) or observation made by others 
(appears tearful or about to cry). (In children and adolescents, this may present as an 
irritable or cranky, rather than sad mood).  
 
2. Markedly diminished interest or pleasure in all, or almost all, activities every day, 
such as no interest in hobbies, sports, or other things the person used to enjoy doing, 
could be also observed in people who has depression. 
 
3. Significant weight loss when not dieting or weight gain (a change of more than 5 
percent of body weight in a month), decrease or increase in appetite nearly every 
day. 
 
4. Insomnia (inability to sleep or difficulty staying asleep) or hypersomnia (sleeping 
too much) nearly every day. 
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5. Psychomotor agitation (restlessness, inability to sit still, pulling at clothes) or 
retardation (slowed speech, movements, quiet talking) nearly every day. 
 
6. Fatigue, or loss of energy nearly every day (even the smallest tasks, like dressing or 
washing, seem difficult to do and take longer than usual). 
 
7. Feelings of worthlessness or excessive or inappropriate guilt nearly every day 
(ruminating over minor past failings). 
 
8. Diminished ability to think or concentrate, or indecisiveness, (easily distracted, 
complains of memory difficulties) nearly every day. 
 
9. Recurrent thoughts of death, recurrent suicidal ideas without a specific plan, or a 
suicide attempt or a specific plan for committing suicide. 
 
In keeping with updates to the major depressive disorder criteria in (DSM-V), a person 
can suffer from a major depressive episode during a period of bereavement. This is a 
significant change from the previous (DSM-IV) criteria, which did not give the diagnosis 
of major depression if the person was grieving. In grief the personal thoughts associated 
with thoughts and memories of the deceased, the pain of grief accompanied by positive 
emotion or humor, the self esteem is generally protected and the thoughts of death are 
focused and joined to deceased. While in major depression the personal thoughts are 
more persisted and not linked to specific thoughts or preoccupations, the self esteem is 
low or down and the death thoughts are focused on ending personal life because they 
unable to cope with the pain of depression (DSM-V, PP: 161), 
 
In addition, depending on the number and severity of depression symptoms, a depressive 
episode may be specified as mild, moderate, or severe. The mild depressive episode will 
have some difficulty and minor functional impairment of the five symptoms that required 
to make the diagnosis. Moderate depression, the symptoms or functional impairment are 
between mild and severe. Severe depression, people with this type of depression have 
symptoms that are marked and distressing such as somatic symptoms, loss of self-esteem, 
suicidal thoughts and acts (DSM. IV; Michael et al., 2013;Tyrrell and Elliott, 2013) 
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2.3. Causes of Depression. 
 
There are different beliefs about what “causes” depression. There are  several reasons and 
factors for depression, including: biological and genetics factors, psychological factors, 
social and spiritual factors. For some people, unresolved feelings from past experiences 
such as trauma, abuse, loss, or family dynamics can contribute to depression. Another 
cause is imbalance of the chemical messengers in the brain such as neurotransmitters 
reduction (Kessler et al., 2003). The following are the possible causes of depression:- 
 
2.3.1 Biological causes. 
 
Scientific studies have found that patients suffering from depression show altered 
biochemical processes in the brain and changes in the endocrine system (Moller et al., 
1995). 
 
Depression is associated with a reduction in the neurotransmitters (Norepinephrine and 
Serotonin). Serotonin regulates sleep, mood, appetite, and inhibits pain. Norepinephrine 
is associated with motivation and reward. Dopamine regulates motoric control and is also  
associated with motivation and controls how persons perceive reality (Nutt, 2008). 
 
Other theories suggest that depression could be partly caused by a maladaption to chronic 
stress, which manifests in changes in the endocrine system (Dickerson and Kemeny,  
2004). Individuals with a current depression are found to exhibit an overreaction of the  
hypothalamic-pituitary-adrenal (HPA)function which results in higher Cortisol levels in 
the body. 
    
Still other studies found differences in the brain structures between depressed patients 
and non-depressed persons. MRI scans showed a decrease in the mass of the 
Hippocampus volume and other regions in the brain such as the  frontal cortex, and  
Thalamus (Sexton et al., 2013). 
  
2.3.2 Genetic causes. 
 
Based on the genetics of depression, according to which about 30-40% of the variance in 
adult depression can be attributed to genetic influences (Sullivan et al., 2000). Gene-
environment interaction “ nature versus nurture “ occurs when the response to the social 
environment or to critical life events is influenced by genetic factors. 
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Many studies, especially twin studies, were able to show that the likelihood of developing 
a depressive disorder following critical life events or chronic stressors was predicted by 
genetic factors (Lau and Eley, 2010). 
 
A study that investigated the interaction between stressful life events and a specific 
genetic polymorphism in the serotonin transporter gene (5HTT), showed that a depressive 
reaction to high stressors was significantly stronger among individuals with higher levels 
in the (5HTT) gene (Olsson et al., 2010). 
  
2.3.3 Depression and psychological factors. 
 
Psychological factors are those conditions that affect the mind or emotions. They affect 
the function of awareness, feeling, motivation, thoughts, attitudes, and other cognitive or 
affective characteristics of an individual that influence his or her behavior (Dryden, 
2013). These factors include personality types, low self-esteem, a tendency to be self-
critical, feeling helpless due to negative situations or having social relationship problems, 
traumatic events and childhood trauma. 
 
 A certain personality types are prone to depressive moods than others; the anxious 
worrying personality, irritable, self-critical and rejection sensitive personality style, self-
focused, perfectionist, the socially avoidant and the personally reserved personality style. 
Persons with these personality traits tend to have a low self-esteem and a pessimistic 
attitude (Blackdog, 2012). People who have low self esteem are less agreeable, less 
conscientious and less open, compared to people with high self esteem. Therefore, the 
relationship between depression and low self-esteem appears to be reciprocal and depression 
prevalence rate is highly noted among low self esteem person’s across lifetime(Kessler et al., 
2005; Schoevers, 2008) 
 
Self criticism which Involves how an individual evaluates his or her self. It is studied and 
discussed as a negative personality trait in which a person has a disrupted self 
identity.(Dinger et al, 2014;Tyrrell and Elliott, 2013). The opposite of self-criticism 
would be someone who is coherent and comprehensive. Self-criticism is often associated 
with major depressive disorder; some theory defines self-criticism as a mark of a certain 
type of depression; introjective depression (Blatt, 2008).  
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Social relationships may influence mental health outcomes through multiple mechanisms 
that include the influence of health related behaviors such as engagement in social 
activities, interchange of social support, and access to natural resources. On an empirical 
level, social isolation and negative social interactions are associated with depression and 
suicide (Chou et al.,2011; Holma et al.,2010) 
 
Traumatic events defines as one in which “ the person experienced, witnessed, or was 
confronted with an event that involved actual  or threatened death or serious injury, or a 
threat to the integrity of self or others” (DSM-Ⅵ-TR ,2000, p :468). Post Traumatic Stress 
Disorder (PTSD) is an anxiety disorder involving re-experiencing the trauma through 
vivid flashbacks and nightmares, avoidance of places, people, and activities that are 
reminders of the trauma, psychological disassociation and increased arousal such 
as difficulty sleeping and concentrating, feeling jumpy, and being easily irritated and 
angered. PTSD have demonstrated that it is highly likely to be accompanied by 
depression and long-term complications of PTSD often lead to depression (North et 
al.,1999; Raab et al.,2012; Kessler et al., 2005) 
 
Traumatic childhood experiences such as physical abuse, negligence by caregivers, rape 
or death of a loved one are past and long-standing stresses that can increase chances of a 
person to develop depression (Perry,2004). Physical and sexual abuse are evident in both 
low and high economic status and especially among adolescents. When abused children 
cannot run away from their suffering physically, they will try to do it psychologically 
through depression, withdrawal and developmental psychiatry (Powers and Welsh,1999). 
  
In addition, trauma in early life has been examined in a series studies. The study of 
Brown et al (2000) reported that 9% of depressive students were being exposed to 
childhood sexual abuse. McCauley et al (1997) also found that childhood physical or 
sexual abuse was predictive of a variety of adult afflictions, including depression. Kessler 
et al (1996), concluded that adverse childhood events were associated with early-onset 
depression. 
 
2.3.4 Social causes of depression. 
 
The socioeconomic status signifies a person’s status within society relative to others 
regarding the distribution of resources such as education, employment, occupation and 
income. Education is the key determinant for a person’s socioeconomic status and their 
placement in the social stratification system. Some studies that claim higher education 
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increases the chances to get a job, and associated with higher job quality and higher 
income. Also, education has a very strong association with better physical and mental 
health outcomes (Ross et al, 2006; Tyrrell and Elliott, 2013). 
 
Being employed is also associated with better mental health outcomes. Several studies 
have shown that full-time employment is connected to higher psychological well-being 
compared to part-time employment; (Reynolds and Ross,1998).   
 
Marriage is another factor that influences one’s mental health (William et al, 2012). 
Married persons report less psychological distress compared to non married persons 
(Kessler and Essex, 1982; Marcussin et al 2005). Among the non-married, divorced/ 
separated persons report the highest numbers of depressive symptoms. The death of one’s 
spouse is one of the most threatening events in life. Older widowed persons report less 
well-being and more symptoms of depression than do their married counterparts (Lee et 
al, 1998). 
 
2.3.5 Individual factors of depression 
 
Gender plays a significant role in mental illness causality. Women are more likely to 
suffer from depression than men due to cultural background rules. This could be due to  
biological reasons, but there are also social patterns that add to the explanation why 
women report more psychological distress than men (Malter et al, 2013). 
 
According to Ross et al (2006), the gendered response views when women react to stress 
differently than men, women react to stressors in their lives with anxieties and 
depression. Whereas men are more likely to react with anger or agitation. 
 
The relationship between age and depression is not linear. Instead, it seems to be U-
shaped, with higher levels of depression at the beginning of adulthood, a steep decline 
with the lowest level in midlife, and an increase in later life (Clarke et al, 2009). 
According to Ross (2010) age can be regarded in terms of maturity. This process of 
psychological maturity inclines a decrease in depressive symptoms with age. On the other 
hand, the levels of depression increase with age since important cognitive and 
physiological functions become worse with age. 
 
Age as a stage emphasizes the fact, that aging implies a sequence of role entries and roles 
exits, which are all associated with changes in freedom, prerogatives, privileges, options, 
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opportunities, scope, and resources, which in turn impact psychological well-being 
(Clarke et al, 2009). 
 
2.4 Psychological Theories of depression. 
 
Psychological theories provide evidence-based explanations for why people think, behave 
and feel the way they do. Personality factors, history and early experiences; and 
interpersonal relationships are seen as important factors in causing depression.  
 
 
2.4.1 Behaviorist Theory. 
 
Behaviorism emphasizes the importance of the environment in shaping behavior. The 
focus is on observable behavior and the conditions through which individuals learn 
behavior, namely classical conditioning, operant conditioning and social learning theory. 
Therefore, depression is the result of a person's interaction with their environment. 
According to classical conditioning proposes, depression is learned through associating 
certain stimuli with negative emotional states. Social learning theory states behavior is 
learned through observation, imitation and reinforcement (Ferster,1973). 
 
Operant conditioning conceptualization assumes that depression is caused by the removal 
of positive reinforcement from the environment due to certain events, such as losing jobs, 
induce depression because they reduce positive reinforcement (Abreu and Santos,2008). 
 
Depressed people usually become much less socially active. For example, when a loved 
one is lost, an important source of positive reinforcement has lost as well. This leads to 
inactivity, maladaptive behavior weeping, complaining and talking of suicide 
(Lewinsohn, 1974). Also if the person lacks social skills or has a very rigid personality 
structure they may find it difficult to make the adjustments needed to look for new and 
alternative sources of reinforcement. So they get locked into a negative downward spiral 
(Seligman, 1974). 
 
2.4.2 Psychodynamic Theory. 
 
Depression according to psychodynamic theory (Freud, 1917 ; Kleine, 1934) was 
understood in terms of: 
1- Inwardly directed anger. 
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2- Introjection of love object loss. 
3- Severe super- ego demands.  
4- Excessive narcissistic, oral and/or anal personality need.  
5- Loss of self-esteem.    
6- Deprivation in the mother child relationship during the first year. 
 
Freud (1917) argued that “some cases of depression could be linked to loss or rejection 
by a parent. Depression is like grief, in that it often occurs as a reaction to the loss of an 
important relationship”(P:245) 
 
Freud called this the introjection hostility theory of depression. When a loss happens in 
adulthood the person is likely to regress “defense mechanism” or return to an early 
childhood stage ”the oral stage” of psychosexual development. “If the child is not able to 
come through the feelings of desertion and rejection as a child, then regression to this 
stage as an adult means that the adult is not able to deal appropriately with grief and loss 
Since, the outcome is depression and depressed people blame themselves; when faced 
with difficulties” (Mcleod, 2009, p:160). “Depressed people regard themselves as 
worthless and repressed anger towards the lost person is directed inwards towards the 
self. The inner directed anger reduces the individual’s self-esteem, and makes him/her 
vulnerable to experiencing depression in the future” (Busch et al, 2004, p: 30). 
 
Another explanation “ is the feelings of inadequacy which result from failure to meet the 
standards and expectations of parents in the first five years of life” (Guntrip, 2000, p: 39). 
“If the child has overbearing, critical and authoritarian parents, it is likely that whatever 
the child does it will never be enough to please the parent. In adulthood, this may cause 
depression because such a person will always be setting themselves standards they cannot 
achieve. Failure then leads to depression and lack of motivation to even try anymore” 
(Mcleod, 2009, p: 156) .  
 
Later, Freud modified his theory stating that the tendency to internalize loss objects is 
normal and that depression is simply due to an excessively severe super-ego. Thus, “the 
depressive phase occurs when the individuals super-ego or conscience is dominant” 
(Goldman, 1995). 
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2.4.3 Cognitive Approach. 
 
This approach focuses on people’s beliefs rather than their behavior. “Depression results 
from systematic negative bias Negative thought in thinking processes” (Brewin, 2006, 
p:210). Emotional and behavioral symptoms result from cognitive abnormality. This 
means that depressed patients think differently than clinically normal people. 
The cognitive approach also assumes that changes in thinking precede the onset of 
depressed mood (Allen and Badcock,2003). 
 
2.4.3.1 Beck's Theory. 
 
One major cognitive theorist is Aaron Beck. He studied people suffering from depression 
and found that they appraised events in a negative way. Beck (1967) identified three 
mechanisms that are responsible for depression disorder: 
 
1- “The cognitive triad of negative automatic thinking”. 
2- “Negative self schemas”. 
3- “Errors in Logic faulty information processing”. 
 
The cognitive triad are three forms of negative thinking that are typical of individuals 
with depression, negative thoughts about the self, the world and the future. These 
thoughts tended to be automatic in depressed people as they occurred spontaneously. For 
example, depressed individuals tend to view themselves as helpless, worthless and 
inadequate. They interpret events in the world in a unrealistically negative and defeatist 
way, and they see the world as posing obstacles that can’t be handled. Finally, they see 
the future as totally hopeless because their worthlessness will prevent their situation 
improving (Brewin, 2006). 
 
As these three components interact, they interfere with normal cognitive processing, 
leading to impairments in perception, memory and problem solving with the person 
becoming obsessed with negative thoughts. (Figure 2.1). 
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Figure: (2.1) Shows Beck three components interact (www.psychlotron.org.uk). 
 
Beck believed that depression prone individuals develop a negative self-schema. They 
possess a set of beliefs and expectations about themselves that are essentially negative 
and pessimistic (Persons et al., 2011). According to Bennett et al ( 2004, p:214 ), Beck 
claimed that “negative schemas may be acquired in childhood as a result of a traumatic 
event. Experiences that might contribute to negative schemas include”: 
 
1- “Death of a parent or sibling”. 
2- “Parental rejection, criticism, overprotection, and  neglect or abuse”. 
3- “Bullying at school or exclusion from peer group”. 
 
However,“ a negative self-schema predisposes the individual to depression, and therefore 
someone who has acquired a cognitive triad will not necessarily develop depression. 
Some kind of stressful life event is required to activate this negative schema later in life. 
Once the negative schema is activated a number of illogical thoughts or cognitive biases 
seem to dominate thinking ”(Bennett et al., 2004, p: 212). 
 
Beck identified a number of systematic negative bias' in information processing known as 
“logical errors or faulty thinking. These illogical thought patterns are self-defeating, and 
can cause great anxiety or depression for the individual”.  These thoughts or this way of 
thinking becomes automatic. When a person’s stream of automatic thoughts is very 
negative, the person becomes depressed (Brewin, 2006, p:766). 
 
 
 
20 
 
2.4.3.2 Albert Ellis' cognitive theory of depression. 
 
Albert Ellis pointed out that depressed people's irrational beliefs tend to take the form of 
absolute statements. Ellis describes three main irrational beliefs typical of depressive 
thinking (Ellis,2000): 
  
1- "I must be completely competent in everything I do, or I am worthless" 
2- "Others must treat me considerately, or they are absolutely terrible" 
3- "The world should always give me happiness, or I will die" 
 
Ellis believes that “people forcefully hold on to this illogical way of thinking, depressed 
people make unqualified demands on others and convince themselves that they have 
overwhelming needs” (Bernard, 2004, P : 248). According to Vernon (2006), Ellis noted 
the presence of information processing biases in depressed people's cognitions. Like 
Beck, “he noted that depressed people tend to ignore positive information, pay 
exaggerated attention to negative information, and to engage in overgeneralization, which 
occurs when people assume that because some local and isolated event has turned out 
badly ”(Vernon,2006, P: 340). 
 
  
2.4.3.3 Bandura's social cognitive theory of depression. 
 
Albert Bandura's Social Cognitive learning theory suggested that “people are shaped by 
the interactions between their behaviors, thoughts, and environmental events. Each piece 
in the puzzle can and does affect the shape of the other pieces” (Mcleod,2016, P: 75). 
Human behavior ends up being largely a product of learning, which may occur 
vicariously (by way of observation), as well as through direct experience (Davis,2008). 
 
Bandura pointed out that depressed people's self-concepts are different from non-
depressed people's self-concepts. “Depressed people tend to hold themselves responsible 
only for the bad things in their lives and are full of self-recrimination and self-blame” 
(Bandura,1996, P: 553). 
 
In contrast, successes tend to get viewed as having been caused by external factors 
outside of the depressed person's control. In addition, depressed people tend to have low 
levels of self-efficacy. Because depressed people also have a flawed judgmental process, 
they tend to set their personal goals too high, and then fall short of reaching them. 
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Repeated failure further reduces feelings of self-efficacy and leads to depression 
(Mcleod, 2016; Corey, 2009). 
 
When people believe that they can affect and alter their situations, they may be said to 
have an internal locus of control, and a relatively high sense of self-efficacy. When 
individuals feel that they are mostly at the mercy of the environment and cannot alter 
their situation, they have an external locus of control and a relatively low sense of self-
efficacy. To extend the above explanation, “depressed people tend to have an external 
locus of control and a low sense of self-esteem”(Corey, 2009 , P: 214 ; Davis, 2008). 
 
 
2.5 Depression among university students. 
 
University time is a special period of life that students grow from adolescence to 
adulthood and they make many important life decisions. During this stage, university 
students face enormous pressure such as economic stress, academic demands and 
interpersonal relationships (Steptoe et al., 2007). 
 
According to a study that was conducted by the Center for Collegiate Mental Health at 
Penn State University, anxiety is now the most common mental health problem for 
students in college, based on a study of more than 100,000 students. The study found that 
more than 55% of students surveyed had anxiety disorders. The next most common 
concern was depressed with a rate of 45%, and stress rate was about 43% (CCMH, 2017). 
 
University students are particularly prone to stress and depression due to college students 
move away from home for the first time with different cultures, they need to develop 
totally new social contacts and take responsibility for their own needs. They may have 
difficulty adjusting to more intense academic expectations and learn how to deal with 
individuals of differing cultures and beliefs. They being in a new environment with 
changes in family relations and social life (Grant et al., 2002; Gelban, 2007).  
 
Although most studies of psychiatric morbidity among university students have been  
conducted in Western countries, there is a paucity of literature available from the Middle 
East. Depression among Western university students has been observed to range between  
14-33%, anxiety between 30-49% ,with risk factors being gender, birth order, history of 
psychiatric illness, history of relative loss and familial history of chronic diseases 
(Kessler et al, 2005).  
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However, a study from United Arab Emirates University, reported that the prevalence of 
stress and depression was 65% and 60% respectively. While in Saudi Arabia, the 
prevalence of depression and anxiety among university students was 44% and 60% 
(Elzubeir et al., 2007). 
 
 
2.6 Health sciences students. 
 
Health sciences students are known for their brilliant academic backgrounds before they 
enter university to study health sciences, which allows them to satisfy the requirements 
and get through the difficult selection process. During their years of university studies, 
they are subject to high performance requirements, especially when they begin contact 
with patients at clinical training they are exposed to considerable emotional conflict 
(Dyrbye et al., 2006). 
 
Eller et al. (2006); Chandavarkar et al. (2007) studies have highlighted the high 
prevalence of depression, anxiety, suicidal ideation, stress and emotional exhaustion 
among health sciences students. In general, it is estimated that at some time during their 
studies, 50% of students suffer from stress and emotional exhaustion and around 30% 
from depression. Moreover, admission to a health professional studies program can lead 
to stress, depression and anxiety for some students because students need to deal with 
complex learning and practice environment (Omigbodum et al., 2006). 
 
A cross sectional descriptive exploratory design was conducted by Chernomas and 
Shapiro about Stress, depression and anxiety among undergraduate nursing students. 
Eighty hundred and eighty two participants were invited to participate in the study. The 
instrument included Depression Anxiety Stress Scale and open end questions. The result 
of the study showed that the prevalence of depression was 27%, anxiety was 31% and the 
prevalence of stress was 38%. The higher depression scores were associated with 
ineffective coping and limited social support (Chernomas and Shapiro, 2013) 
 
Depression and burnout can also occur together. Moderate and severe depression 
symptoms can cause burnout. A United States study conducted by Dyrbye et al (2008)  to 
investigate burnout and suicidal ideation among U.S medical and paramedical students. 
The results of the study estimated that approximately 50% of students 
experience burnout during their study, as measured by depersonalization, emotional 
23 
 
exhaustion, and feelings of professional inadequacy. Burnout among students seems to be 
associated with increased likelihood of subsequent suicidal ideation. It has been estimated 
that approximately 14% of students have symptoms of moderate to severe depression, 
and roughly 5% have suicidal thoughts at some point during the years of study.  
  
Medical and paramedical students with more severe depression also may be less likely to 
seek treatment, largely from fear that faculty members would view them as being unable 
to handle their responsibilities. Stress is actually  patterned of psychological and physical 
disturbance that occur when an environment event threatens (Lemon and stone, 2013). 
  
A comparative study was conducted by Taha and Sabra (2012) to estimate the prevalence 
of perceived stress and the effects of studying on health and lifestyle among health 
sciences students at the university of Damman in Saudi Arabia. Influence Studying 
Health Questionnaire was used and random sampling of 456 students were invited to 
participate in the study. The finding of the study indicates that there was a high 
prevalence of all forms of stress among health sciences students compared with students 
from community and arte colleges. The results showed that the prevalence of social stress 
was (86%), followed by emotional stress with a rate of (81%) and stress due to study 
problems were (80%). Moreover, mood disturbance, depression and anxiety were the 
main stresses experienced by students due to excessive workload and great demands of 
studying, with limited time available for social and recreational activities. Stresses 
prevalence was higher among the early years of studying and diminished gradually. 
  
According to a brief review study that was conducted by Sabah (2013), freshmen students 
need to be oriented about learning skills, time management skills and communication 
skills in order to meet academic requirements. They need to arrange their time effectively 
for learning and leisure activities, and overcome difficulties in working in a new 
environment through a foundation workshop at the beginning of the first term ; and to 
cooperate with the youth union activities. Moreover, stress management technique skills 
should be provided in high pressure environment like among students. 
 
All of these factors represent significant sources of stress and depression that affect 
students mental health status, in addition to their own psychological vulnerability, there 
are other general problems related to their age, gender, sup specialty types and training 
period time. 
 
 
24 
 
2.8 Previous studies. 
 
2.8.1 Western studies.   
 
Akbari et al. (2014): Prevalence of emotional disorders among students of university 
of medical sciences.  
  
A cross sectional study was conducted to determine the mental health status in all of the 
students who study in one medical university in Iran. Six hundred and eighty eight 
students were enrolled and the tool for the study was General Health Questionnaire 
(GHQ-28) to evaluate the mental health status. 
 
The study results showed that the prevalence of mental disorders was (37.8%). The 
prevalence was 37.3% among males and 38% among females, without any significant 
difference between the two groups. There was no significant difference between mental 
disorders and demographic variables including, marital status, residency and to be native 
or not. However, there were significant difference between mental disorders and the field 
of education. Medical students had the highest level of impairment of social function 
(76.1%). The total prevalence of depression was (23.1%). Students of medicine were the 
most suffering group (35.1%), followed by nursing (32.9%), operating room (30.4%), 
midwifery (29.8%), while medical laboratory students had the lowest prevalence of 
depression (9.5%). 
 
Galan et al.(2013): Burnout, depression and suicidal ideation among dental students 
at university of Seville in Spain. 
 
A cross sectional study was conducted to investigate the prevalence of depression and to 
assess the relationship between burnout, depression and suicidal ideation among dental 
students. Two hundred and twelve dental students were enrolled in second, fourth and 
fifth years at the school of dentistry of Seville in Spain. Maslach Burnout Inventory MBI 
questionnaire and patient health questionnaire were used in the study. 
 
The results of the study showed that the burnout prevalence among students was higher in 
second and fourth years (p=0.059) than in fifth year (p=0.003). Depression prevalence in 
the fourth year approached significance (p=0.051). The prevalence of suicidal ideation 
among fourth year was higher than other years. A significant association was observed 
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between burnout and depression, and between depression and suicidal ideation, while 
there was no association between burnout and suicidal ideation. 
 
Ten and Say (2012): Prevalence of depression and cognitive distortion among a 
cohort of Malaysia tertiary students. 
 
A cohort study was conducted by  to determine the prevalence of depression, cognitive 
distortion and their associated factors among 400 students from 40 colleges and 
universities located at East and West Malaysia. The participants were assessed by Beck 
Depression Inventory, Automatic Thought Questionnaire and several self-designed 
questions. 
 
The result of the study showed that the prevalence of depression among tertiary students 
was (21.3%). The depression prevalence rate was higher among females (26.3%) 
compared to males (16.3%). Severity of depression had a strong correlation with the level 
of cognitive distortion. Moreover, substance use was more prevalent among depressed 
males. According to study fields, the finding of the study indicated that the prevalence of 
depression among health sciences students were higher than science (29.5%) and 
engineering students (18.4%), and the lowest was among art and social sciences (15.4%). 
  
Morphy et al. (2009): A comparative study of stress among medical and dental 
students 
 
A modified questionnaire based on the dental environmental stress survey was conducted 
to determine if the sources of stress among medical and dental students were due to 
common factors. The study involved a group of 290 medical and dental students at 
Philadelphia universities to directly compare perceived stress levels encountered during 
their education. The survey question responses were grouped into five causal categories: 
academic performance, faculty relations, patient and clinic of responsibility, personal life 
issues and professional identity. 
 
The findings show that dental students had greater levels of stress than medical students 
in three of the five categories. The only category in which medical students demonstrated 
greater stress levels than dental students was in professional identity. There were no 
significant differences in stress levels between male and female students. 
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In addition, in regards to stress-causal factors for both medical and dental students, 
results showed that stress was highest concerning academic performance. Dental students 
were least stressed in the area of professional identity, while medical students were least 
stressed with faculty relations. The highest mean score registered for all thirty-four 
potential stressors was in the area of examinations and grades. 
 
Abbase et al. (2015):The prevalence of depression and it is perceptions among 
undergraduate pharmacy students in Pakistan. 
 
A quantitative cross sectional study was conducted to assess the prevalence of depression 
among pharmacy students in Pakistan. A Structural questionnaire was the tool of the 
study. 
  
The results indicated that the prevalence of depression was (59.49%) and among female 
students was 67% versus 51% among males. Furthermore, depressed students never 
visited any dedicated physician because they fear stigmatization. The study authors 
claimed that the pharmacy education did not help to lower the social stigmatization 
among undergraduates regarding depression. 
 
Othman et al. (2013):Nature of stress among health students in Malaysia University. 
 
A cross sectional study was conducted to determine the predominant source of stress 
among health sciences students in governmental universities in Malaysia. The study 
instrument was a medical student stressor questionnaire. The (MSSQ) was distributed to 
248 health science students, they were 66.1% of the faculty of pharmacy and 33.9% from 
the faculties of medical laboratory and environmental health.  
 
The results of this study found that the highest mean degree of stress was led by “getting 
poor mark “with a mean degree of stress of 2.96 which was severely stress level, 
following by a “large amount of content to be learned “(2.95), examinations (2.85), 
having difficulty understanding the content (2.72), heavy workload (2.39), facing illness 
or death of the patients (2.33) and the lowest was “ feeling of competence “ (1.46). The 
study concludes that the academic requirement was the major stressor for the students.  
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Rosebaum et al. (2016): Radiographic students: Factors contributing to their stress 
and methods of coping. 
 
A descriptive statistic study was conducted  to determine what factors contribute to stress 
for radiography students enrolled in the radiography program in Tennessee University in 
United State. Two hundred and thirty eight participants were asked questions about the 
factors that influence their stress levels, coping strategies and health issues experienced in 
the past year . 
 
The study result showed that the most common stress factors are examination, overall 
grades and lack of study time, the stress coping strategies are taking  break, spending 
time with family or friends and taking a vacation. Students experienced anxiety have 
difficult concentration, irritability and low energy in the past year. The study empathized 
that females  experienced higher stress levels than male students. 
 
Sabih and Baber (2013): Assessment of stress among physiotherapy students at 
Rupiah Center of Rehabilitation sciences in Pakistan. 
 
A cross sectional study was conducted to assess stress and psychological morbidity in 
undergraduate physiotherapy students, Two hundred and thirty one students from the first 
semester to fourth semester were included in the study and the data were collected 
through a semi-structural formula and student life stress inventory scale. 
The study findings revealed that the overall prevalence of stress was 88%, 42% of 
students were mildly stressed, 40% were moderately stressed and 12% were severely 
stressed. While 12% of students reported no symptoms of stress. There were significant 
gender differences in the total score, female students faced more stressors, especially 
pressure and emotional reaction than males, and fourth semester, students expressed a 
high level of stress followed by first semester students.  
 
Aghakhani et al. (2010):The prevalence of depression among health sciences 
students at  Shaheed Sadoughi University. 
 
A quantitative and qualitative study was conducted to determine the prevalence of 
depression and the association of demographic factors with the levels of depression were 
studied amongst students of medical sciences in Iran. Fifty percent of the total population 
were selected in the study, (15.7%) in the medical studied program, (46.1%) were 
studying public health, (22.4%) nursing and midwifery and (15.7%) dentistry by stratified 
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random sampling method. The study tools were interviews and Beck Depression 
Inventory. 
 
The results of the study showed that half of the students (50%) were suffering from 
different grades of depression that 35% was mild, 13.4% moderate and 1.2% of them had 
severe depression. Moreover, students with the better grades of exam showed lower 
proportions of depression and there was a significant association between interest rate to 
selected university course and depression.  
 
Oskouei and Kanhkeshan (2011): A study on depression among paramedical 
students and the contributing factors.  
 
A cross sectional study was conducted to investigate the prevalence of depression among 
paramedical students and contribution in Iran. The examined population included the 
students of paramedical faculty and the sampling was all the available students during the 
semester. The questionnaire contained demographic question and the Beck Depression 
Inventory which was filled out by students. 
 
The findings indicated that 20.6% of the students suffered from mild depression, while 
9.9% of the students suffered from moderate to severe depression. The depression scores 
had no significant correlation with living place, marital status, gender, employment 
status, religious beliefs and financial problems. Although there were factors contributing 
to depression, including age, number of family members, satisfaction with the 
relationship between family members, friends, classmates and life events cannot be 
prevented. 
 
Melissa Halikiopoulou et al. (2011): Suicidality and depressive symptoms among 
nursing students in Northern Greece. 
 
A descriptive study was conducted to determine the prevalence of depressive symptoms 
and suicidal ideation among nursing students in Greece. The Beck Depression Inventory 
II was administered and 142 nursing students of the department of nursing were enrolled 
in the study. 
 
The results of this study showed that the prevalence of depression among students was  
43.9% and the majority had mild to moderate depressive symptoms. The mean scores on 
the BDI were higher in the first and third year, while the lowest score was observed in the 
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second year. Eighty eight percent of the participants were never reported thoughts of 
suicide. The evaluation of suicidal ideation per year of studies indicated that the 
percentage of students who thought were mainly in the first or in the last years. 
Moreover, males had higher suicidal thoughts than female students.  
 
Phang et al.(2015): The prevalence of psychological stress among undergraduate 
students attending health program in a Malaysian University.  
 
A cross sectional study was conducted to determine the prevalence of psychological 
stress and its associated factors among health sciences students at Putra university in 
Malaysia. The 12 items of the General Health Questionnaire were used to determine the 
presence of psychological stress. Three hundred and twenty-four of the participants were 
included in the study with age ranged from 18 to 27 years with a mean of (21.67). 
 
The study result showed that the prevalence of psychological stress was 49.3%.There was 
no significant association between psychological stress and social-demographic factors 
(gender, ethnicity, specialty and year of study). 
 
Quince et al. (2012): The prevalence and persistence of depression among 
undergraduate medical students at University of Cambridge in United Kingdom. 
  
A longitudinal study was conducted to determine the prevalence and persistence of 
depression among undergraduate medical students. The study sample was (725) core 
science students and (364) clinical students at the University of Cambridge in the United 
Kingdom. The Depression Subscale of the Hospital Anxiety and Depression Scale ( 
HADS-D) were used in the study. 
 
The study results show that there was no difference between men and women in regard to 
depression and the prevalence of depression ranged between (5.7%) and (10.6%) among 
core science students and between (2.7%) and (8.2%) among clinic Students. Over the 
time core science students display no increase in mean HADS-D score. 
 
Among clinical students, only men displayed a small increase. Time coefficient 0.33. The  
prevalence of depression among all medical students did not increase over the time. 
Furthermore, there was no difference in depression in regards to students study year.  
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Safiri et al. (2013): Prevalence of depression and its association factors using Beck 
Depression Inventory among students of school of health and nutrition. 
  
A cross sectional study was conducted to estimate the prevalence and its related factors 
among health and nutrition students at Tabriz University of medical sciences. The data 
collected tool was the short form of the standard Beck Depression Inventory which is 
used for screening depression, 175 students selected by random sampling from different 
fields at the school of health and nutrition. 
 
The result of the study showed that 62.7 % of nutrition students had depression and from 
these 10.9% suffering from severe depression. There was a statistically significant 
association between marital status and depression. Also, the study result showed that 
there was no significant difference in depression in regards to gender, birth order, 
residential status, a death of parents, parental divorce and smoking. 
     
Lupo and Stous (2011): Religiosity, anxiety and depression among Israeli Medical 
students at Tel Aviv University. 
 
A cross sectional study conducted to assess the association between religiosity and 
depression and anxiety among Medical students at Tel Aviv University. The sample of 
the study included (170) participants; (119) medical students were compared with (51) 
control students in other faculties at the same university. in Israel. The instrument of the 
study was Beck Depression Inventory and Modified Religiosity inventory scale. 
 
The study finding did not show a significant association between religiosity and 
depression in the general sample. Religious behavior was not necessarily protective 
against depression and anxiety in this population of medical students. The prevalence of 
depression among medical students was (25%). Furthermore, high rates of depression and 
anxiety were reported by students in the first three years (preclinical years).Whereas, 
among clinical years, the prevalence of depression and anxiety were decreased. 
 
Dahlin  et al. (2005): Stress and depression among medical students at the 
Karolinska Institute Medical University. 
 
 A cross sectional study was conducted to assess the exposure to different stressors and 
the prevalence of depression among medical students. The study sample was 342 students 
at the Karolinska Institute Medical University Stockholm. Students were asked to 
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complete Higher Education Stress Inventory (HESI), the Major Depression Inventory 
(MDI) and questions on suicidal ideation scale. Matched controls from the general 
population were used at different levels of education.  
 
The study results showed that the prevalence of depression among students was 12.9%, 
and among female students was 16% versus 8% among males. Furthermore, 2.7% of 
students had suicide attempts. The study authors claimed that the prevalence of 
depression among medical students significantly higher than in the general population.  
 
Costa et al. (2008): Depressive symptoms among medical students in a Brazilian 
Public University. 
 
A cross sectional study conducted to investigate the depressive symptoms among medical 
students in a Brazilian public university. The study sample was 84 medical students. 
Beck Depression Inventory scale and structural questionnaire were used in the study. 
The results of the study show the general prevalence of depression among students was 
(40.5%). Severe depressive symptoms were (4.8%) (95% CI:1.3-11.7) and moderate 
depression rate was (34.5%) among students (95% CI: 24.5-45.7). The Authors claim that 
the high prevalence of depression among medical students was associated with related 
variables such as teaching and learning process and students personality trait. 
  
Tan et al (2013): Prevalence and predictors factor of suicidality among medical 
students in public university.   
 
An analytical cross sectional study was conducted to determine the prevalence and the 
predictive factor of suicidality among medical students in a public university in Selangor. 
The study sample was collected from year one to year five enrolled in the faculty of 
medicine (n=625) students. A self administered Validated Pretested Instrument was used 
in the study, which included Beck Hopelessness scale, Generalized Anxiety Disorder 
Scale, and Miss Suicidality Questionnaire. 
  
The study results showed that the prevalence of suicidality among students was (7.0%). 
The predictors were past history, depression, breaking off a steady love relationship, and 
hopelessness. Depression was the second strongest predictor of suicidality and students 
who had depression were six times higher in suicidality risk than those without 
depression. 
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Alivi et al (2010):Depression, Anxiety and their association factors among medical 
students at Wah Medical College.  
 
A cross sectional study was conducted to assess the prevalence of depression, anxiety and 
their associated factors among medical students at the Wah Medical College in Pakistan. 
The study sample was (279) students. The mean age of the students was (18-23) years. 
The instrument of the study was (BDI) and Beck Anxiety Inventory Scale.  
  
The results of the study show the prevalence of depression among students was (35.1%) 
according to (BDI). The symptoms of depression were more common in the clinical years 
(3-6 years) of medical study with a reat of (43%). Depression was found to be 
significantly associated with age, and gender females had more depression than male 
students.  
 
Vasegh and Mohammadi (2007):The associations between religiosity and depression 
among medical students at Roozben University. 
 
A cross sectional study was conducted to assess the associations between religiosity and 
depression among medical students at the Roozben University in Iran. The study sample 
was (285) medical students who have spent more than one year. Muslim religiosity 
questionnaire including religious beliefs, emotions, and behavior subscales and BDI were 
used in the study.  
 
The study results showed that the prevalence of depression among students was (36%), 
and there were  negative association between depression and religiosity.   
 
Sun and Zoriah (2015): Assessing stress among undergraduate pharmacy students 
in university of Malaya. Malaysia. 
 
A cross sectional study was conducted to determine the source and predictors of stress 
among 237 undergraduate pharmacy students at a Malaysian public university. The 
survey questionnaire consisted of two sections, socio-demographic data and stress profile 
instrument. The students age ranged from 19-24 years. 
 
The study results showed that pharmacy students perceived levels were significantly 
higher than the general population. The most frequently reported source of stress has 
been related to academic matters followed by personal life, environmental factors and 
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financial issues. There was no significant difference in stress levels from different 
classes.   
 
Nagraja et al. (2015). Study the prevalence of depression among nursing college 
students of Kolar Distri University. 
 
A cross sectional study was conducted from three private institution colleges in South 
India. The study aimed to assess the prevalence of depression and the association 
between depression and demographic variables. The total population was 7400 students 
and a stratified random sample of 430 students were assessed using separate 
questionnaires by investigators. 
 
The study result showed that the prevalence of depression was 47%. However, 30% of 
depressive students were reported pessimism and loss of pleasure as major symptoms. 
The other symptoms of suicidal thoughts and past failure were found with a rate of 21% 
and 24% respectively. The study concludes that the prevalence of depression was highly 
prevalent among nursing students and the prevalence of depression was significantly 
more among students with family problems and a family history of depression. 
 
Goebert et al. (2009): Assessment of depressive symptoms among medical students  
at  Hawaii university. 
 
The aim of the study was to assess depressive symptoms among the medical students at 
Hawaii University. The study sample was (2000) students, and the students were asked to 
complete the CES-D (self reported instrument designed to measure current depressive 
symptoms). The study was included  (7) universities of medicine in the United State. 
 
The results of the study show there were significant differences in depression in regards 
to gender with higher rates among women than men; higher rate among blacker than 
Caucasian (ethnicity). The prevalence of depression was (21%), and (7%) of students 
indicate that they were currently receiving mental health treatment ; (5.7%) reported they 
had suicidal ideation. Medical students were more likely to report suicidal ideation 
compared with their peers (6.6% versus 3.9%).There were also significant differences 
according to study year. Clinical years were more likely than preclinical years students to 
report experiencing depression. 
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Sharma  et al. (2015): The prevalence of depression and association factors leading 
to depression among medical students. in India. 
 
A cross sectional study was conducted to determine the prevalence of depression and 
associated factors leading to depression among medical students in India. There were 440 
students participating in the study with duration of 1 month. The mean age of participants 
was (19-23) years. The study tool was Theoretical Depressive Experiences Questionnaire.  
 
The finding of the study showed that the prevalence of depression among students was 
31%. The proportion of male and female students who had depression ,was almost the 
same (32% and 30%). The prevalence of depression was the highest among the first year 
students (41.5%). The study suggests that the level of depression was not dependent on 
gender of students, but dependent on social, behavioral, and educational factors. 
 
 
2.8.2 Arabic studies. 
 
Abo-Alshamat (2016): Psychological well-being among medical and dental students 
in Makkah. 
 
Across sectional study was conducted to assess the prevalence of psychological well 
being (both positive and negative aspects) and its relation to academic performance 
among preclinical medical and dental students in Saudi Arabia. It also aimed to identify 
the groups at high risk for psychological distress, Four hundred and twenty two 
preclinical medical and dental students were recruited to assess their depression, anxiety, 
stress, self-efficacy and satisfaction with life levels. Depression Anxiety Stress Scale, 
General Self Efficacy Scale and life scale were used in the study. 
 
The study results showed that high levels of depression (70%) , anxiety (66%) and stress 
(71%) were indicated. Moreover, female medical students had higher psychological 
distress in contrast to dental students, whereas male dental students had higher distress 
than females. Medical students in the third year were more depressed and stressed in 
comparing with second year students, while dental students were more depressed in the 
third year but more stressed in the second year.  
 
The results concluded that depression was the most psychological problem that correlates 
with academic performance. 
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Comathi et al. (2013): Causes and coping strategies adopted by undergraduate 
health professional students in a university in the United Arab Emirates. 
 
Across sectional study was conducted to assess the causes of stress and coping strategies 
among first and second year medicine, dentistry, pharmacy and physiotherapy students at 
the Gulf Medical University. The Brief Cope Inventory Questionnaire was used in the 
study. Two hundred and eighty undergraduate health students were contacted for the 
survey, 46.7% of students were studying medicine, 22.2% dentistry, 16.5% pharmacy and 
14.6% were in the physiotherapy program. 
 
The results of this study found that worries regarding the future (54.2%) and parental 
expectations (40.1%) were the major stressors. Students used multiple strategies such as 
religion/praying (75%), planning (71%) and taking action (70%) to cope with stress. 
There were no significant differences showed in the stressors or coping strategies in 
regard to students gender. 
 
Ibrahim et al. (2013): Prevalence of anxiety and depression among medical and 
pharmacy students  at Alexandria University.  
 
The aim of the study was to investigate the prevalence of anxiety and depression among 
medical and pharmacy students in Alexandria University. The total number of the sample 
was 164 students. The tool of the study was Beck Depression Inventory. 
 
The study results showed that the prevalence of depression among medical students was 
found to be 57.9% and the prevalence of anxiety was 43.9%. While in faculty of 
pharmacy the prevalence of depression was found to be 51.1%. Moreover, the prevalence 
of anxiety and depression among faculty of medicine was  higher than that in faculty of 
pharmacy and the symptoms of depression were more severe among females. 
 
Abdalla and Gabr (2014): Depression, anxiety and stress among first year medical 
students in an Egyptian public university.  
 
A cross sectional study conducted by Abdalla and  Gabr (2014). The aim of the study was 
to examine depression and anxiety among first year medical student at Menoufiya 
University. The age range was (17-19) years and the sample included (379) students in 
Egypt. Arabic version of Depression Anxiety Stress Scale (DASS 21) was used in the 
study.  
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The results of the study found that the prevalence of depression among students was 
(63.3%). Males were found to be more prone to depression than females (53.9% Vs. 
46.1%), and students who live in rural areas were more liable and to be depressed than 
their peers from urban areas (63.5% Vs. 36.5%). The study suggests that feeling lonely, 
inability to share families in social activities, the presence of physical illness, studying in 
the English language, the problem of exams and the organization of lectures were the 
most common predisposing factors for depression. Moreover, biochemistry was the most 
difficult subject in perspective of most of depressed (35.3%), anxious (36.4%), and 
distressed (46.1%) students during the study. 
 
Jarwan (2015):The prevalence of depression among medical students at Umm Al-
Qua University. 
 
A cross sectional study was conducted to determine the prevalence of depression among 
first, second and third year medical students and factor associated with it at Umm Al-Qua 
University in Saudi Arabia. A systemic random sampling technique with proportional 
allocation was adopted to select (136) students from both genders. Self reported Beck 
Depression Inventory Scale was used in the study. 
 
The study results showed that the prevalence of depression was (30.9%). Mild symptoms 
were (18.4%), moderate symptoms were (9.6%), and (3%) of students had severe 
depression. The prevalence of depression was higher among females than males (34.2% 
versus 27%). Depression among the third year was higher than the first year. 
 
The study concluded that depression was a significant hidden problem among medical 
students of Saudi Arabia. The first three academic years had more symptoms of 
depression than other years. 
 
Ginawi et al. (2014): Do studying medicine increase Depression and Anxiety at Hail 
University.  
 
A  cross sectional study was conducted to determine the prevalence of depression among 
medical students .The study sample was (92) medical students who spent more than one 
year in the college of medicine at Hail University in Saudi Arabia. The instrument used 
for screening for anxiety and depression was the Aga Khan University Anxiety and 
Depression Scale (AKUADS).  
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The study results showed that the prevalence of depression among students was (32%). 
The prevalence of depression in students of 4th year , 3rd year , and 2nd year were (26%), 
(27%), and (19%) respectively. The prevalence of depression was significantly higher in 
the 3rd year and 4th year students, as compared to the 1st year students. 
 
Ahmed et al. (2009): The phenomenology of depression and anxiety in medical 
doctors in three government hospitals, and the students of Dubai Medical College. 
 
Across sectional study was conducted to examine the phenomenology of depression and 
anxiety among medical doctors in three government hospitals, and university medical 
students at Dubai Medical College. The sample of the study was (165) students and (93) 
doctors. The BDI was used in the study to assess depression. 
 
The results of the study found that the prevalence of depression among students was 
(29%), and there was a significant correlation between depression and anxiety  (r = 0.6). 
Crying was the most common depressive symptom that was reported by the participants..  
 
Mansour et al. (2014): Correlates of resilience among university students in Jordan. 
 
A descriptive correlation design was carried out to identify the relationship between 
resilience, depression and perceived social support. The study sample was 480 students 
who selected conveniently. Students were invited to participate in the study using self 
reporting questionnaire including the Beck Depression Inventory to assess depression, 
Connon and Davidson Resilience Scale for resilience measurement and Multidimensional 
Scale for social support perception. 
 
The results of this study found that 50% of the university students had moderate to high 
level of resiliency, 70% had a certain degree of depressive symptoms, and 50% had a 
high level of perception of social support from family, friends and others. Moreover, the 
result showed that there was a significant and positive correlation between depression and 
the number of cups of coffee consumed per day (r=0.22, p<0.001). There were no 
significant correlations between depression and students age and gender.  
 
Thawableh and Qaisy (2012): Assessing stress among university students.  
 
A quantitative approach was undertaken to assess the student’s stress. The study aimed to 
assess the stress level experienced by students at Tafila Technical University and the 
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factors associated with student’s stress. Participants were recruited from a population of 
first, second, third and fourth year study. They were chosen randomly and the study 
sample consisted  of (473) students which forms 11% of the study population. 
 
The results of this study indicate that the stress levels experienced by the student were 
moderate stress level. And there were a strong association between stress and academic 
factors. Also, the results showed that female students had higher stress levels than male 
students. The first year students had more social stress than other years and students from 
educational science colleges had more stress than students from other university colleges. 
 
The researchers concluded that the university students experienced a moderate social, 
academic and physical stress levels. 
 
El-Bilsha (2012): The relationship between feeling of anxiety and depression among 
nursing students at the faculty of nursing. 
 
A longitudinal study was conducted to examine the relationship between anxiety and 
depression among nursing students. Depression Anxiety Scale (DAS) was used and the 
study sample consisting of 110 students were drawn from the faculty of nursing at 
Mansoura University in Egypt. 
 
The finding of the study showed that there was a statistically significant positive 
correlation between depression and anxiety among nursing students; the strongest 
correlation was among the fourth year study. The study concluded that the major 
psychological problem among nursing students was depression and anxiety. 
 
Hamdan et al. (2009): Depression, hostility and substance use among university 
students in Jordan. 
 
A descriptive correlation study was conducted to examine the relationship between 
depressive symptoms, hostility and substance use among university students in Jordan. 
The study sample was (572) students. The mean age of the students was (18-23) years. 
The instrument of the study was (BDI) and Hostility Substance Questionnaire. 
 
The study result showed that 75% of university students exhibited some degree of 
depressive symptoms. Tobacco, painkillers, stimulants and alcohol were the most used 
substance. Depressive symptoms were positively correlated with hostility and tobacco 
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use. Moreover, males and female students were not different in their depressive 
symptoms, hostility and frequency of substance use. 
     
Al-Faris et al. (2016): Health professions’ students have an alarming prevalence of 
depressive symptoms and exploration of the associated factors. 
 
A  cross-sectional study was conducted to assess the prevalence of depression and 
associated factors among health sciences students. The stratified proportionate sampling 
strategy was used to select the study sample during the academic year 2012–2013. The 
students from four health professions’ schools situated within a large, public university 
located in Riyadh, Saudi Arabia. The tool of the study was Beck Depression Inventory 
(BDI-II). 
 
The results of the study showed that the overall prevalence rate of depressive symptoms 
was 47.0%. The highest prevalence of depression was among dentistry students (51%), 
followed by medicine (46%), and the lowest was among nursing students (44%). 
Moreover, female students had higher prevalence of depression than males. 
 
 
2.8.3 Palestinian studies. 
 
Ehgalan and Abu-Nahy (2011):The trend towards religious observance and its 
relationship to psychological harmony among the students of Al-Azhar University.   
 
A cross sectional study was conducted to investigate the relationship between the trend 
toward religious observance and the level of psychological harmony among Al-Azhar 
university students. The study sample was 300 students from all colleges of Al-Azhar 
University, which was selected in a random stratified way. Self reported scale of religious 
observance was used in the study. 
 
The study findings showed that there is a positive association between religious 
commitment and the degree of psychological adjustment. Moreover, the study found that 
there was no significant correlation between the level of commitment to religious and 
demographic variables such as, age, gender and specialty for students. 
In summary the above mentioned studies showed that there is a high prevalence of 
depression among health sciences students than the general population or their peers. The 
rates of depression among students varies in countries around the world. Also, most of 
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the studies supported that the symptoms of depression through clinical years are higher 
than preclinical years. Medicine and nursing students had a higher prevalence of 
depression than other specialties due to patients closeness. However, there is a lack of 
studies in Palestinian Universities to assess the prevalence of depression among health 
sciences students.  
 
Lubad (2010). To identify the levels of psychological stress and their causes among 
community college students in Ramallah City. 
 
A cross sectional study was conducted to identify the levels of psychological stress and 
their causes among community college students in Ramallah district. The study sample 
was (238) students. 
 
The study showed that 68% of the students had moderate to severe psychological stress, 
and among females was more common than males. According to this study (83%) of the 
students believed that religion has significant effects in coping with daily stressors. The 
causes  that were correlated with psychological stress were academic factors, economic 
status and political factors. 
 
 
2.9 Conceptual framework. 
 
The framework is a brief of explanation of the theory that was tested in the study (Burns 
and Grove, 2000). In the present study the conceptual framework examines the variables 
that affected the prevalence of depression among health sciences students, to map the 
study questions and methods and the literature review.  
 
Conceptual framework is a tool structured from a set of broad ideas and theories 
taken from relevant fields of enquiry that help researchers to properly identify the 
problem they are looking at, guide their inquiry, frame their questions and find 
suitable literature. Most academic researchers use a conceptual framework at the 
outset because it helps the researcher to clarify his research question and aims 
(Smyth, 2004). It can be a visual or written product that is explained either 
graphically or narrative (Polit et al, 2004; Burns et al, 1999).   
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Also, conceptual framework has different purposes. It helps researchers to see the 
variables of the study clearly, it provides researchers with a general framework for 
data analysis, and it is essential in the preparation of a research proposal using 
cross sectional design methods. The conceptual framework also summarizes the 
major dependant and independent variables in the research, and it gives direction to 
the study (Smyth, 2004). 
 
 
Figure: (2.2) the conceptual  
Framework of the study 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
2.9.1 Conceptual model of the study. 
 
The major concepts of the current framework is depression as a dependent variable and 
other variables as independent variables such as the socio-demographic data which 
includes age, gender, economic status, parental marital status, place of residency, region 
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of living, number of sibling, religion and religiosity level, and non-demographic data 
which including specialty, year of study, medical illness, psychological problems and 
death thoughts.  
 
2.9.1.1 Dependent variable (Depression) 
 
In the current study, Beck depression Inventory (BDI) was utilized to assess depression 
and it included 21 questions (See Appendix C). BDI assesses the depression symptoms as 
the following: Question 1, the severity of sadness; question 2, pessimism; question 3, past 
failure; question 4, loss of pleasure; question 5, feeling of guilt; question 6, feeling of 
punishment; question 7, self-dislike; question 8, self-criticalness; question 9, suicidal 
thoughts or wishes; question 10, crying; question 11, agitation; question 12, loss of 
interest; question 13, indecisiveness; question 14, worthlessness; question 15, loss of 
energy; question 16, change in sleep pattern; question 17, tiredness or fatigue; question 
18, change in appetite; question 19, weight loss; question 20, health worried; and 
question 21, loss of interest in sex (Beck, 1961)  
 
 
2.9.1.2 Independent Variables 
 
In this study many variables that affect the prevalence of depression among health 
sciences students was assessed. According to previous studies, it was apparent that the 
demographic variables have a high effect on the depression rate and severity. In this 
study, the researcher used a self reported questionnaire that contain such questions that 
assessed the demographic variables and which of the variables that greatly affect 
depression. 
 
2.9.1.2.1 Socio-demographic variables 
 
- Gender and Age were assessed by questions number 1 and 2 in the current study, these 
tow variables were studied by many previous studies such as Alivi et al.(2010), Dahlin et 
al.(2005) ,Safari et al.,(2013)Sharma et al.(2015) and  phang et al.(2015)  
 
- Parental marital status was assessed by asking question; did your parents married or 
divorced, widow . This section enabled us to quantify the effects of parental marital status 
on depression and it was studied by Othman et al.( 2013) and Safari et al.,(2013) 
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- Place of residency where did you live? Village , city or camp , it was studied by  Akbari 
et al.,(2014) and safari et al, (2013).  
 
- The degree of religiosity was assessed by gradient scale from (0 to10), to realize it in 
relation to depression. and it was assessed by Ehgalan and Abu-Nahy (2012), Lupo and 
Strous (2011), and Vasegh and Mohmmadi (2007) 
 
- Number of sibling was studied by Melissa et al. (2011),Oskouei and Kanhkeshan, 
(2011) and  Safari et al.(2013). 
 
-Economic status. In the current study it had 3 categories of the monthly income for a 
family, and question number (11) assessed this as the following:  
 Less than 2500 NIS,  from 2500 to 5000 NIS,  more than 5000 NIS. It was studied by 
Lubad (2010) ,and Sun and Zoriah (2015) .  
 
2.9.1.2.1 Non demographic variables  
 
- The study year was  assessed to determine which year of study has more prevalence of 
depression, by asking the students a question which year you study? This variable was 
studied by  Akbari et al.(2014)  Sharma et al.(2015) , Lupo and Stous (2011) , Ginawi et 
al.(2014) and Goebert et al.(2003). 
 
- Specialty was also assessed by asking question; what is your study field?. It was studied 
by many studies such as Akbari et al.(2014),Ten and Say (2012), Akakhani et al. (2010), 
Galan et al.(2013) safari et al.( 2013) and Ibrahim et al.(2014). 
 
- Death and suicidal thought were assessed in the current study to identify the suicidal 
ideation among students . It was studied by Galan et al.(2013), Eskin et al.(2016), Tan et 
al.(2013) 
 
- Finally, psychological and medical illness were assessed by adding two questions ; Do 
you suffer from any psychological problems? did you suffer from medical illness?. And 
"what illnesses? do you have? ", to deduct the relation between the psychosomatic 
symptoms, physical symptoms and co morbidity of illness with the prevalence of 
depression. It was studied by Ten and Say (2012), El-Bilsha (2012) and Nagraja et 
al.(2015) 
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Chapter Three 
 
Methodology 
 
3.1 Introduction. 
 
This chapter will discuss study design, sampling strategy, tool, validity and reliability 
issues data collection process and data analysis    
 
3.2 Study design. 
 
Quantitative research is a formal, objective, rigorous, and systematic scientific process 
for gathering information or for investigating quantifiable properties, phenomena and 
relationships (Polgar and Thomas, 1997). It involves a collection of numerical data where 
often there is considerable control and analysis of data by using statistical procedures 
(Burns and Grove, 2004). The objective of quantitative research is to develop and employ 
mathematical models, theories and hypotheses, and it is used widely in social science 
such as psychology, social work, sociology, nursing and political science (Polit and Beck, 
2004).   
  
In the current study, a cross-sectional methodology was utilized using self-reported 
questionnaires because it is highly useful for descriptive purposes, and it shows both the 
determining factors and the outcome at the same time. In addition, it is less expensive and 
is useful in identifying associations between many factors and variables (Polgar and 
Thomas, 1997).  
 
On the other hand, the cross-sectional design has many limitations: it does not lend to 
generalization of the result, it may not enable researchers to make causal inferences, and 
it is not appropriate for incident estimation especially in the case of long-lasting 
outcomes (Dimer, 1997).  
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3.3 Setting. 
 
The sitting of the study is  Al-Quds University campus in Abu Deis Town in the West 
Bank. It is a  Palestinian university with campuses in Jerusalem, Abu Deis, and Ramallah. 
It was found in (1995). Its founding constituent confining colleges included the colleges 
of Science and Technology, Arts and Religious Studies, and college of Health 
Professions. 
 
The faculties of health sciences are located at the center of the university at Abu Deis 
town, which is east of Jerusalem. The health building school in Abu-Dies campus is 
sharing a building with the college of Dentistry, Medical Laboratory Technology, 
Physiotherapy, Nursing, Midwifery, Pharmacology, Radiology, Public health nutrition 
and the school of Medicine.(www.Alquds.edu). 
 
3.4 Target population. 
 
The target population is the group of elements for which the survey investigator wants to 
make interference by using the sample statistics (Smyth, 2004). The population of the 
current study was chosen because health sciences students are homogenous group and 
subjected to different kinds of stress, they face difficult university subjects in different 
language which may affect their learning ability and placing them at a greater risk for 
depression. 
 
The target population of the current study is (3395) students of medical and paramedical 
sciences at Al - Quds university, of all levels or years of study. 
 
 
As reported in table (3.1).there were about 27.7% of the target population at faculty of 
medicine, 22.9% dentistry, 12.7% pharmacy, 10.6% nursing, 8.2% medical laboratory, 
7.3% physiotherapy, 5% midwifery, 3.9% radiology and public health nutrition was 
2.2%.  
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Table (3.1) The total population according to the Department of Registration 
between (2016 -2017) Shows the Distribution of population according to colleges 
 
Colleges or Faculties Students Count Percentages % 
Medicine 942    27.7 
Dentistry 753      22.2 
Medical Laboratory 280  8.3 
Physiotherapy 250 7.4 
Midwifery 170 5  
Pharmacology 432 12.7 
Radiology 132 3.9  
Nursing 360 10.6  
Public health nutrition  76 2.2 
Total  3395 100 % 
 
The percentages were as follows: 27.7 % of the population was medicine students, 22.2% 
was dentist students, 8.3% was medical laboratory, 7.4% was physiotherapy, 5% was 
midwifery, 12.7% pharmacology, 3.9% radiology, 10.6% represent the percentage of the 
total numbers of nursing faculty students, 2.2% was the students of public health nutrition 
faculty. 
 
3.5 Sample size: 
 
The total population of students who study health sciences was (3395). The study sample 
was calculated using computer software (PEPI-for-windows) using the following formula 
and the sample size was found to be 357 students (www.raosoft.com). 
 
       𝑆𝑆(𝑆𝑡𝑎𝑛𝑑𝑒𝑟𝑑 𝑆𝑎𝑚𝑝𝑙𝑒 𝑆𝑖𝑧𝑒)  = Z ² ×(P)×(1−P) 
C²   = (1.96)²×(0.5)×(1−0.5)(0.05)²   
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Formula description: 
SS = Standard sample size 
Z =  Confidence  level at 95% (standard value of 1.96) 
P = Percentage picking a choice, expressed as decimal (here 0.5) 
C= margin of error at 5% (standard value of 0.05)  
Then the correction for finite population: 
 
𝑆𝑎𝑚𝑝𝑙𝑒 𝑠𝑖𝑧𝑒 𝑜𝑓 𝑡ℎ𝑒 𝑠𝑡𝑢𝑑𝑦 =  SS   
1+(ss−1/Pop = 384.16 1+(384.16−1 )
3395  = 357 
Where: pop = population (here = 3395). 
 
The number of students to be recruited from each faculty was calculated proportionally to 
the total number of the students who study health sciences using this formula: 
Faculty sample size = (The number of students faculty / Total population of health 
sciences students) ×( sample size ) . (See table 3.2) 
Table: (3.2) The numbers and the percentages of sample size for each faculty 
The Faculties  Population  Sample Numbers  % from each faculty  
Medicine  942   103  10.8 %  
Dentistry  753      84  11.2 %  
M. Laboratory  280  34  12.1 %  
Physiotherapy 250  18  7.2 %  
Midwifery 170  17  10  %  
Pharmacology  432  41  9.5 %  
Radiology 132  13  9.8 %  
Nursing  360  37  10.3 %  
P. health nutrition  76  10  13.2%  
Total  3395  357   
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The numbers and percentages were as follows: (102) participants who represent 10.8% of 
medicine population, (84) participants who  represent 11.2% of dentistry population, (34) 
participants who represent 12.1% of medical laboratory population  (41) participants who 
illustrate 9.5% of pharmacy population, (37) participants who illustrate 10.3% of nursing 
population, (18) participants who represent 7.2% of physiotherapy population, (17) 
participants who illustrate 10% of midwifery population, (13) participants who illustrate 
9.8% of radiology population and public health nutrition were (10) participants who 
represent 13.2% of their faculty. 
 
3.6 Sampling technique:  
 
Convenient sample is a form of non-probability sampling in which the individual units 
are selected by some purposive method in a deliberate and non random fashion to achieve 
a certain goal. Moreover, it is easier and more convenient where the research take any 
participant who accept to fill the questionnaire on the day of data collection than other 
types of sampling such as random sampling. It can examine the participant’s beliefs, 
practices and experiences. However, it is subject to bias of personal selection, subsequent 
generalization from the findings of this method of sampling may not be valid (Polgar and 
Thomas, 1997). 
    
The cross sectional method was used to select the participants from the nine paramedical 
faculties at Al-Quds University. Ratio of sampling is a convenient and objective way of 
selecting sample cases from a large population, according to a random starting point and 
fixed interval. 
 
The start point is random and then proceeds with the selection of (k) element from the 
start point onward. The K = total population / sample size. It is easy, fast and 
inexpensive. The limitation of this method of sampling is the systemic bias may exist and 
the results will not be representative of the population. 
 
3.6 .1 Inclusion criteria.  
 
- All years of medical and paramedical schools students.  
- Students who accept to complete (fill) the questionnaire. 
- BA. Students only. 
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3.6.2 Exclusion criteria. 
 
- Students who did not complete all the questions of the questionnaire. 
- Students who were not on campus during data collection. 
- Master and upgrading program students.  
 
3.7 Sample description.  
 
The sample of the current study includes  (357) students and the response rate was 100 % 
 
3.7.1. Distribution of the sample according to demographic variables 
 
3.7.1.1. Distribution of the sample according to gender 
 
Figure (3.1). Distribution of the sample according to gender. 
 
 
 
  
 
The baseline data analysis showed that 357 respondents returned the questionnaires, 63 % 
(n=225) were females, and 37% (n=132) were males .  
 
 
 
 
 
 
 
63% 
37% 
Gender 
female
male
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3.7.1.2. Distribution of the sample according to age 
 
Figure ( 3.2 ). Distribution of the sample according to age 
 
 
 
The findings showed that 28.6% (n=102) were 21 years old , 20.4% (n=73) were 19 years 
old ,17.6% (n=63) of the participants were 18 years old, 17.1% (n=61 ) were 22 years and  
older and 16.2 % (n=58) were 20 years old.  
 
3.7.1.3. Distribution of the sample according to the economic status 
 
Figure (3.3 ). Distribution of the sample according to the economic status 
 
 
 
For the economic status the shape above describes that the economic status of the family 
participants ranged from less than NIS 2500 to more than NIS 5,000. 
Fifty two percent of the participants (n=185) had NIS 2500 to NIS 5,000, 36% (n=127) 
had more than NIS 5,000 and 12% (n=45) had less than NIS 2500. 
18 Year 19 Year  20year 21Year 22Year and
above
17.60% 20.40% 16.20% 
28.60% 
17.10% 
Age 
36% 
52% 
12% 
Economic status 
More than 5000 NIS
From 2500 to 5000 NIS
2500 NIS and less
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3.7.1.4. Distribution of the sample according to the place of residence 
 
Table (3.4). Distribution of the sample according to the place of residence.  
 
 
 
According to place of residence 50% of the sample lives in village, 47% of the sample 
lives in cities and 3% of the sample live in refugee camps. 
 
7.3.1.5. Distribution of the sample according to region of living 
 
Figure (3.5). Distribution of the sample according to region of living.  
 
 
 
There was 43% of the sample lives in the south region of West Bank, and 40% lives in 
the middle region, whereas 17% of the sample lives in the north region of the West Bank. 
 
 
47% 
50% 
3% 
Place of residence 
City
Village
Camp
43% 
40% 
17% 
Region of living 
South
Middle
North
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3.7.1.6. Distribution of the sample according to number of siblings 
 
Figure (3.6). Distribution of the sample according to number of siblings  
 
 
 
The findings of the study indicate that 57.7% of the sample has 4-6 family siblings, 
whereas 24.9% of the sample has 3 siblings and less, and 17.4% of the sample has more 
than 7 siblings, therefore they came from large families. 
 
3.7.1.7. Distribution of the sample according to parental marital status. 
 
Figure (3.7). Distribution of the sample according to parental marital status. 
  
 
 
In relation to parental marital status, 93.1% has married parents, whereas  6.9 % of them 
has not married parents (divorced, separated, or widow). 
 
3 and less From 4-6 7 and more
24.90% 
57.70% 
17.40% 
Number of siblings  
93% 
7% Parental marital status 
Married
Divorced. Separated, Widow
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3.7.1.8. Distribution of the sample according to religion: 
 
Figure (3.8). Distribution of the sample according to religion. 
 
 
 
According to religion type, the majority (96%) of the sample was Muslim, whereas 3.1% 
were Christian and 1.1% of the sample had other religions. 
 
3.7.1.9. Distribution of the sample according to religiosity level  
 
Figure (3.9). Distribution of the sample according to religiosity level 
 
 
 
According to the religiosity level, 53% (n=188) of the sample was committed in their 
religious practices, whereas 47% (n= 169) of the sample was somehow religious 
 
3.8.2.1 Distribution of sample according to non demographic variables  
 
3.8.1. Distribution of the sample according to specialty of the participants 
 
 
Islam Christanity Others
95.80% 
3.10% 1.10% 
Religion  
47% 
53% 
Relgiosity level  
Somehow religious
Committed religious
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Figure (3.10). Distribution of the sample according to specialty. 
 
 
 
In relation to specialty figure (3.9), 28.9% of the sample was medicine students, 23.5% 
was from  dentistry, 11.5% was from pharmacy, 10.4% was from nursing, 9.5% was from 
medical laboratory, 5% was from physiotherapy, 4.8% was from midwifery, 3.6% was 
from  radiology and public health nutrition was 2.8% of the sample. 
 
3.7.2.2. Distribution of the sample according to the educational level, year of study 
 
Figure (3.11). Distribution of the sample according to the study year. 
 
 
28.90% 
23.50% 
11.50% 10.40% 9.50% 
3.60% 5% 4.80% 2.80% 
Specialty 
23.80% 26.80% 21.10% 19.90% 
8.40% 
Fist year Second year Third year Fourth year Fifth year and
above
Study year 
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As shown in figure (3.11), 23.8% (n= 85) of the sample was first year, 26.8% (n= 96) of 
the sample were second year, 21.1% (n = 75) was third year, 19.9% (n=71) of the sample 
was from fourth year, whereas 8.4% (n=30) of the sample was fifth year and above. 
 
 
3.7.2.3. Distribution of the sample according to the psychological problems 
 
Figure (3.12). Distribution of the sample according to the psychological problems 
 
 
 
As reported in figure (3.12), 77% (n= 276) of the sample had no  psychological problems, 
whereas 23% (n= 81) of the sample had psychological problems. 
 
3.7.2.4. Distribution of sample according to the present of medical illness 
 
Figure (3.13). Distribution of sample according to the present of medical illness. 
 
 
 
77% 
23% 
 Psychological problems 
No
Yes
No
Yes
98% 2% 
Medical  illness 
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As shown in figure (3.13),  98% (n= 350) of the sample has not physical illness, they are 
healthy in general, whereas 2% (n= 7) of the sample has a physical illness.  
 
3.7.2.5. Distribution of the sample according to the death thoughts  
 
Figure (3.14): Distribution of the sample according to the death thoughts. 
 
 
 
According to figure (3.14) , 44% (n=157) of the sample reported that they never think in 
death; 37% (n= 132) they sometimes think in death; 6.7% (n =24) I think that death is the 
solution to their problems .This indicate that about 19 % of the sample have death 
thought or find death as a solution for their life problems. 
 
3.8. Study variable. 
 
This study includes the following variables. 
 
3.8.1 Independent variables. 
 
 
 
 
 they never 
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3.8.1.1 Demographic Variables:  
 
1- Age : 1- 18  year old, 2- 19 year, 3- 20 year, 4- 21 year, 5- 22 and older year old. 
2- Gender.  
3- Economic status: 1-(NIS 2500 and less), 2-From 2500- 5000, 3- more than NIS 
5000).  
4- Residence: 1- City, 2-Village, 3-camp. 
5- Region of living: 1- North of the West Bank, 2- Middle of the West Bank, 3- 
South of the West Bank. 
6- The religiosity level:1- (somehow religious; 6 grades and below), 2- (committed 
religious ; more than 7 grades). 
7- religion: 1- Muslim, 2- Christian, 3- other religion. 
8- Number of sibling: 1- (3 and less), 2- (4-6), 3- (more than 7). 
9- Parents marital status: 1- married, 2- Not married (separated, divorced, widow)   
 
3.8.1.2 Non demographic variables:  
 
1- Specialty :Medical, (1- Medicine, 2- Dentistry). Paramedical: (1-Phrmacology,  2-
Nursing and midwifery, 3-Medical laboratory, 4- Radiology, 5- Physiotherapy , 6- 
Public heath nutrition) 
2- Year of study: 1- First year, 2- Second year, 3-Third year, 4-Forth third year, 5- 
Fifth year and above.  
3- Presence of psychological problems: 1- (Yes), 2- (No). 
4- Presence of  medical illness: 1- (Yes) , 2- (No). 
5- Students death thoughts: 1- (I never think in death), 2- (I sometimes think in 
death),(I think that death is the solution to my problems), 4-(I often have thoughts 
that are  related to death). 
 
 
3.8.2 Dependent variables: 
 
Depression was assessed by using self reported questionnaire which was Beck 
Depression Inventory (BDI) that was published by Aaron T. Beck in the year (1961).   
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3.9. Study instrumentation: 
 
Beck Depression Inventory second edition (BDI), is a commonly used instrument for 
quantifying levels of depression created by participants descriptions of their mood 
symptoms, insomnia, fatigue, appetite, weight loss, self-accusation. In the first portion of 
the test, psychological symptoms are assessed whereas, the second portion assesses 
physical symptoms (Beck et al, 1996). 
 
Beck Depression Inventory (BDI) was utilized to assess depression and it included (21) 
questions. There is four point scale for each item ranging from 0 to 3 based on the 
severity of each item, the maximum total score for the tool is (63). 
 
Finally, Beck depression scores were classified into four categories to assess depression 
level as the following according to developer Aron Beck. The tool of this study is shown 
in Appendix A. 
 
Table (3.3). Beck depression scores   
 
Range – Depression severity  Scores  
Minimal 0-13 
Mild 14-19 
Moderate 20- 28 
Sever 29- 63  
 
The cutoff score of ≥ 17 was used to assess clinical depression in college students   
(Bostanci et al, 2005) .  
 
3.10 Validity and reliability of the instrument  
 
Reliability refers to the stability or consistency of information that is obtained when a 
measurement is performed more than once. It also can be defined as the degree to which 
an instrument yields the same data each time it used under the same conditions and with 
the same subjects (Polgarr  et al, 1997). 
 
BDI has been used for 35 years to identify and assess depressive symptoms, and has been 
reported to be highly reliable regardless of the population. It has high coefficient alpha 
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(0.80) ; it is able to differentiate depressed from non-depressed people. For BDI the 
coefficient alpha (0.92) for outpatient and (0.93) among  college students (Teri, 1982). 
 
Validity refers to the adequacy of which the method of measurement is able to measure 
the issues or phenomena under study (Abramson, 1999). Validity of BDI was to have it 
conform more closely to the diagnostic criteria for depression specifically assess the 
symptoms of depression listed in the DSM-IV TR. 
 
3.10.1 Stability and consistency of the tool. 
 
Reliability co efficiency was calculated to the axis of the tool (BDI-II). Results shown in 
table (3.4). 
 
Table (3.4) : Cronbach’s Alpha for BDI-Ⅱ 
 
Tool Cronbach’s Alpha Number of items 
BDI 0.812 21 item 
 
The results suggest that the degree of internal consistency of the total score of the study 
"depression among health sciences students at Al-Quds University" has reached (0.812). 
The high degree which indicates high reliability and internal consistency for the tool. 
 
3.11 Data collection procedure: 
 
The researcher went through few steps in order to collect the needed data for the current 
study, summarized as: 
 
1- A pilot study was conducted by the researcher on ten students of Al-Quds 
University. This is done to make sure that the instrument is clear for this group in 
specific and to generalize it to the rest of the sample. 
 
2-  The data was collected during the second semester of 2017. The researcher used 
convenience sampling approach. 
   
3- The researcher approached the participants from the nine faculties and those who 
agreed to participate filled the questionnaires. 
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4-  All the participants filled the questionnaires by themselves. The researcher was 
available to answer any question from the participants 
 
3.12 Ethical considerations: 
 
Ethical approval was obtained from the ethical committee of Al-Quds University. 
Students were provided with the information sheet about the study, including the aim of 
the study, objectives, procedures, and they were informed that they had the rights to 
refuse to participate in the study. 
  
Confidentiality and privacy were assured for all the participants and they were informed 
that all information will be kept strictly confidential. Finally, the main researcher took 
permission verbally from all the students  in order to participate in the  study. Data was 
protected and appropriately stored; all files were stored on the computer and were 
protected by a password and nobody was allowed to access it except the researcher. No 
names or codes or any other mechanisms were used to trace responses back to an 
individual participant. 
     
3.13. Data analysis: 
 
After collecting the data the data were analyzed by using the Statistical Package for 
Social Sciences (SPSS) version 21. The BDI scale has four answers (0,1,2, 3). The 
answers were calculated according to cut off value > 17, to find the prevalence of 
depression and the association between socio demographic variables and non 
demographic variables regard to depression. The data analyzed by using these tests: 
 
1- Cronbach’s Alpha :  Measurement to measure the internal consistency of the scale, 
it is expressed as a number between 0 and 1. Internal consistency describes the 
extent to which all the items in the scale measure the same concept or construct 
and hence it is connected to the interrelatedness of the items within the scale. 
 
2- Frequency and percentage for invariance (demographic and non demographic 
data) and to examine the rate of depression among the participants. 
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3- One way analysis of variance used when there were more than 2 groups to 
compare means. 
4- T- Test for differences in means the independent sample used was when there 
were 2 groups. 
5- Tukey test to examine differences’ between groups.  
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Chapter Four 
 
Study results 
 
Introduction.  
 
This chapter represents the results of the study according to the questions and the study 
hypothesis. 
 
4.1 First research question: What is the prevalence of depression  among health 
sciences students at Al- Quds University ?  
 
Results in table (4.1) shows that 47.9% of the participants had minimal or very low level 
of  depression, 23.2% had moderate depression and 19.7% of the participants had mild 
depression; whereas  9.2% had severe depression, which could need interventions or 
medication. 
 
Table (4.1): Depression severity range for the participants 
 
Percentage Frequency Scores Depression severity range 
47.9 % 171 0 -13 Minimal 
19.7 % 70 14 -19 Mild 
23.2 % 83 20 – 28 Moderate 
9.2 % 33 29 – 63 Sever 
100.0% 357  Total 
 
 
Table (4.2): Depression prevalence results   
 
Depression score  Frequency  Percentages   
< 17   213 59.7% 
≥  17 144 40.3% 
Total  357 100 % 
 
According to BDI score ≥ 17 which is the cutoff point for depression, 59.7 % (n= 213) of 
the participants was not depressed, whereas 40.3%, (n=144) of the participants was 
depressed, as seen in table (4.2).  
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4.2. Second research question. Is there a relationship between prevalence of 
depression and demographic variables (gender, age, economic status, parent marital 
state, place of residence, region of living, number of sibling, religion, and religiosity 
level) among Al- Quds health sciences students? 
  
In order to answer this question several hypothesis were tested. 
 
4.2.1.  Hypothesis one : There is no significant difference  at α ≤ 0.05  level of 
significant in prevalence of depression among the participants  of the study in 
relation to gender. 
 
To test this hypothesis, independent sample T- test and descriptive statistics were used to 
find the difference in prevalence of depression among participants in regard to gender, as 
shown in tables (4.3)and (4.4). 
 
Table (4.3): T- test result for prevalence of depression according to gender.   
 
Gender Count Mean  Standard 
Deviation 
Degree of freedom T-value Sig. 
Male 
 
132 
 
1.3485 0.47831 355 1.620 0.001 
Female 225 1.4356 0.49694 283 
Total  357      
 
Table (4.4) : Descriptive statistics result for prevalence of depression according to 
gender.   
 
Gender Count Depressed count Non depressed count Depression % 
Male 132 46 86 34.8 % 
Female 225 98 127 43.6% 
 
A statistical significant difference was observed between males and females in 
prevalence of depression with P-value (0.001).T-test revealed that the females had higher 
means (1.4356) for depression than males (1.3485).  
In addition to that, the prevalence of depression among females was 43.6% (n= 98)  
versus 34.8% (n=46) among males. Therefore the null hypothesis was rejected. 
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4.2.2 Hypothesis two: There is no significant difference at α ≤ 0.05 level of 
significant in prevalence of depression among the participants of the study in 
relation to age. 
 
ANOVA test and descriptive statistics were used to find the difference in prevalence of 
depression among students in regard to participants age, as shown in tables (4.5) and 
(4.6). 
 
Table (4.5). ANOVA test  result for prevalence of depression according to age.  
                                                                  
Age Frequency Frequency% Mean Std. Deviation 
18 year 63 17.6 1.3492 0.48055 
19 year 73 20.4 1.4658 0.50228 
20 year 58 16.2 1.4483 0.50166 
21 year 102 28.6 1.2941 0.45790 
22 year and older 61 17.1 1.5246 0.50354 
Total  357    
ANOVA 
 Sum of Squares Mean Square  F Df Sig. 
Between Groups 2.700 0.675 2.855 4 0.024 
Within Groups 83.216 0.236  352  
Total    356  
  
Table (4.6). Descriptive statistics results for prevalence of depression according to 
age.  
                                                                  
Age Depressed count Rates of depression % 
18 year 22 34.9 
19 year 34 46.6 
20 year 26 44.8 
21 year 30 29.4 
22 year and older 32 52.5 
Total  144  
 
As shown in tables (4.5) and (4.6), ANOVA test showed a statistically significant 
differences in prevalence of depression among participants in relation to age with P-value 
(0.024). Tukey test was used to find differences between groups, the results indicate that 
the participants whose age was 22 and older had the highest mean (1.5246) with a rate of 
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(52.5%) than other ages. The age group 21 years had the lowest mean (1.2941) with a 
rate of (29.4%), followed by age group 18 year with a  mean of (1.3492) and a rate of 
(34.9%). Thus the null hypothesis was rejected. 
 
4.2.3 Hypothesis three: There is no significant difference at α ≤ 0.05 level of 
significant in prevalence of depression among the participants of the study in 
relation to parental marital status.  
 
To test this  hypothesis, independent sample T- test was used to find the difference in 
prevalence of depression among participants in regard to parental marital status, as shown 
on table (4.7). 
 
Table (4.7): T-test result for prevalence of depression according to parental marital 
status. 
Parental marital status Frequency Mean Std. Deviation  T-test Sig. 
Married 331 1.3958 
 
0.48976 1.042 0.279 
Divorced, separation or 
widow 
26 1.5000 0.50990   
Total 357     
 
As shown in table (4.7) t-test revealed no significant difference in prevalence of 
depression in relation to parental marital status at P. Value (0.279). Thus the null 
hypothesis was accepted . 
 
4.2.4 Hypothesis four: There is no significant difference at α ≤ 0.05 level of 
significant in prevalence of depression among the participants of the study in 
relation to economic status.  
 
To test this hypothesis, ANOVA was used to find the difference in the prevalence of 
depression among students in regard to family income, as shown in tables (4.8) . 
 
 
As shown in table (4.8), ANOVA test revealed no significant difference in prevalence of 
depression in relation to participants economic status with P. Value (0.931). Thus the null 
hypothesis was accepted 
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Table (4.8). ANOVA test result for prevalence of depression according to students 
economic status. 
Income Frequency Frequency% Mean Std. Dev. 
Less than NIS 2500  45 12 % 1.4889 0.50553 
Between NIS 2500 to 5000  185 52 % 1.3784 0.48630 
More than NIS 5000  127 36% 1.4094 0.49368 
Total 357    
ANOVA 
ANOVA Sum of Squares Mean Square  D.F F Sig. 
Between Groups 0.449 0.225 2 0.931 0.395 
Within Groups 85.467 0.241 354   
Total 85.916  356   
 
 
4.2.5 Hypothesis five: There is no significant difference at α ≤ 0.05 level of 
significant in prevalence of depression among the participants of the study in 
relation to place of residence.  
 
Because the number of participants from the refugee camps is low, (9 participants), 
therefore  they were combined with those who live in villages under the category “rural”. 
Rural means the participants who live in camps (n= 9) and the participants who live in 
villages (n=178). Whereas urban means those participants who live in cites (n= 170).   
 
To test this hypothesis, independent sample T- test and descriptive statistics were used to 
find the difference in the prevalence of depression among participants in regard to place 
of residence, as shown in tables (4.9) and (4.10). 
 
Table (4.9): T-test result for the prevalence of depression according to place of 
residence. 
 
Place of residence Frequency Frequency % Mean Std. Dev. T-test Sig. 
Urban 170 47.6 1.3706 0.48439 1.203 0.02 
Rural 187 52.4 1.4332 0.49684   
Total 357      
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Table (4.10): Descriptive statistics results for the prevalence of depression according 
to place of residence. 
 
Place of residence Depressed count The rates of depression % 
Urban 63 37.1% 
Rural 81 43.3% 
Total 144  
 
As shown in table (4.9) and (4.10). there was significant difference in the prevalence of 
depression in relation to place of residence with P-value (0.02).The participants from 
rural areas had more depression with a rate of (43.3%), and a mean (1.4332) than the 
participants from urban areas with a rate of (37.1%), and a mean (1.3706). Thus the null 
hypothesis was rejected.  
 
4.2.6 Hypothesis six: There is no significant difference at α ≤ 0.05 level of significant 
in prevalence of depression among the participants of the study in relation to region 
of living.  
  
To test this hypothesis, ANOVA test and descriptive statistics were used to find the 
difference in  the prevalence of depression among  participants in regard to region of 
living, as shown in tables (4.11) and (4.12). 
 
Table (4.11): ANOVA test results for the prevalence of depression according to 
region of living. 
                                                             
Region of living Frequency Frequency % Mean Std. Deviation 
North of the West Bank 60  17% 1.2333 0.42652 
Middle of the West Bank 143  40% 1.4056 0.49273 
South of the West Bank 154  43 % 1.4675 0.50057 
Total  357  1.4034  
ANOVA 
 Sum of Squares Mean Square  D.F F Sig. 
Between Groups 2.369 1.185 2 5.020 0.007 
Within Groups 83.547 0.236 354   
Total 85.916  356   
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Table (4.12):  Descriptive statistics result for the prevalence of depression according 
to region of living. 
                                                       
Region of living Depressed count The rate of Depression 
North of the West Bank 14 23.3% 
Middle of the West Bank 58 40.6 % 
South of the West Bank 72 46.8 % 
Total 144  
 
The results showed that there was a significant difference at (α ≤ 0.05) level of significant  
in the prevalence of depression among participants in regard to region of living with P- 
value (0.007). Tukey test was used to find differences between groups. The means and 
the rates of depression showed that the participants from the south and middle regions of 
the West Bank had higher rates of depression with a means (1.4675, 1.4056) and a rate  
of (46.8%, 40.6%) respectively. The participants from the north region of the West Bank 
had the lowest mean scores (0.5817) and a rate of (23.3%). So the hypothesis was 
rejected. As shown in table (4.11) and (4.12). 
 
4.2.7 Hypothesis seven: There is no significant difference at α ≤ 0.05 level of 
significant in prevalence of depression among the participants of the study in 
relation to number of sibling. 
 
To test this hypothesis, ANOVA test was used to find the difference in the prevalence of 
depression among participants in regard to number of sibling, as shown in table (4.13). 
 
Table (4.13): ANOVA test result for prevalence of depression according to number 
of sibling. 
Number of Sibling Frequency Frequency % Mean Std. Deviation 
3 sibling and less 89 24.9 1.3933 0.49124 
From 4- 6 sibling 206 57.7 1.3883 0.48856 
7 sibling and more 62 17.4 1.4677 0.50303 
Total  357  1.4034  
ANOVA 
 Sum of Squares Mean Square  D.F F Sig. 
Between Groups 0.312 0.156 2 0.646 0.525 
Within Groups 85.603 0.242 354   
Total 85.916  356   
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ANOVA test result showed that there was no significant difference in prevalence of 
depression in relation to students family sibling with P- value (0.525). So  the null 
hypothesis was accepted.  As seen in table (4.13). 
 
4.2.8 Hypothesis eight. There is no significant difference at α ≤ 0.05 level of 
significant in prevalence of depression among the participants of the study in 
relation to religion. 
 
Descriptive statistics was used for the prevalence of depression among participants in 
regard to religion, as shown in table (4.14). 
 
Table (4.14): Descriptive statistics result for prevalence of depression according to 
religion. 
 
Religion Frequency Mean Sta. Deviation  The rate of Depression % 
Muslim 342 1.403 0.4913 40.4 % 
Non Muslim 15 1.400 0.5070 40.0 % 
Total 357    
 
This question was not analyzed statistically because the low numbers of nun Muslim 
participants, therefore they were combined with those who are christens and who follows 
other religion under the category “non Muslim”. 
 
Table (4.14) showed that the prevalence of depression among Muslim and non Muslim 
was the same (40%). 
 
4.2.9 Hypothesis nine: There is no significant difference at α ≤ 0.05 level of 
significant in prevalence of depression among the participants of the study in 
relation to religiosity level.    
 
To test this hypothesis, T-test and descriptive statistics were used to find the difference  
in the prevalence of depression among participants in regard to religiosity level, as shown 
in tables (4.15) and (4.16). 
 
The findings showed a statistically significant differences in prevalence of depression 
among participants in relation to religiosity level with P-value (0.029). Results showed 
that committed religious participants had higher prevalence of depression with a mean 
(1.4309) and a rate of (43.1%) than somehow religious participants with a mean (1.3728) 
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and a rate of (37.3%). Therefore the null hypothesis was rejected. As seen in tables (4.15) 
and (4.16). 
 
Table (4.15): T-test result for prevalence of depression according to religiosity level. 
 
Religiosity level    N Mean  Std. Deviation T-value Sig. 
Somehow religious  169 
 
1.3728 0.48498 1.116 0.029 
Committed religious   188 1.4309 0.49652 
Total  357     
 
Table (4.16): Descriptive statistics for prevalence of depression according to 
religiosity level. 
 
Religiosity level    Depressed count Rates of depression% 
Somehow religious  63 
 
37.3 % 
Committed religious   81 43.1 %  
Total 144  
 
 
4.3 The third research question: Is there a relationship between prevalence of 
depression and non demographic variables (specialty, year of study, psychological 
problems, death thoughts and present of physical illness) among Al- Quds health 
sciences students? 
 
In order to answer this question several hypothesis were tested . 
 
4.3.1 Hypothesis one: There is no significant difference at α ≤ 0.05 level of significant 
in prevalence of depression among the participants of the study in relation to 
specialty. 
 
Medical: means participants who study medicine and dentistry.  
Paramedical :means participants who study pharmacy, nursing and midwifery, medical 
laboratory, radiology, physiotherapy and public heath nutrition.  
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To test this hypothesis, T-test and descriptive statistics were used to find the difference in 
prevalence of depression among students in regard to specialty, as shown in tables (4.17)  
(4.18) and (4.19). 
 
Table (4.17): T-test results for the prevalence of depression according to specialty . 
                                                                    
Participants specialty  N Mean Std. Dev. T-test Sig. 
Medical  187 1.3797 0.48661 0.955 0.067 
Paramedical  170 1.4294 0.49645   
Total 357     
 
Table (4.18): Descriptive statistics results for the prevalence of depression according 
to specialty . 
                                                                    
Participants specialty  Depressed count Rates of depression % 
Medical  72 38.5  % 
Paramedical  73 42.9 % 
 
ANOVA test showed that there was no significant difference  in prevalence of depression 
among participants in relation to specialty with P-value (0.067). Furthermore, data 
indicate that paramedical participants had higher prevalence of depression with a mean 
(1.4294) and a rate of  (42.9 %), than medical participants with a mean (1.3797) and a 
rate of (38.5%). Thus the null hypothesis was accepted. As shown in tables (4.17) and 
(4.18). 
 
Table (4.19): Descriptive statistics result for prevalence of depression in relation to 
subspecialty.  
 
Subspecialty  Frequency Depression count Rates of Depression  
Radiology 13 2 15.38% 
P.H. Nutrition   10 2 20.0% 
Dentistry 84 30 35.71% 
Pharmacy 41 17 41.46% 
Medicine 103 41 39.81% 
Medical laboratory 34 16 47.06% 
Physiotherapy 18 9 50 % 
Nursing and midwifery  54 27 50 % 
Total 357 144   
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The findings showed that the physiotherapy, nursing and midwifery had the highest 
prevalence of depression with rate of 50%, followed by medical laboratory with a rate of 
(47.1%), pharmacy with a rate of (41.5%), medicine with a rate of (39.8)  and dentistry 
with a rate of (35.7) .  
The participants from public health nutrition and radiology had the lowest prevalence of 
depression with a rate of (20%) and (15.4%). As shown in table (4.19). 
 
4.3.2 Hypothesis two: There is no significant difference at α ≤ 0.05 level of 
significant in prevalence of depression among the participants of the study in 
relation to study year. 
 
To test this hypothesis, ANOVA test and descriptive statistics were used to find the 
difference in the prevalence of depression among students in regard to study year, as 
shown in tables (4.20) and (4.21). 
 
Table (4.20) : ANOVA test result for the prevalence of depression according to 
study year . 
                                                          
 Study year Frequency Frequency % 
 
Mean Std. Deviation 
First year study 85 23.8 % 1.3647 0.4842 
Second year 96 26.8 % 1.4792 0.5022 
Third year 75 21.1 % 1.2800 0.4520 
Fourth year  71 19.9 % 1.4950 0.4950 
Fifth year  
and above 
30 8.4 % 1.5667 0.5040 
Total 357  1.3797 0.4866 
ANOVA 
 Sum of Squares Mean Square  D.F F Sig. 
Between Groups 2.62 0.655 4 2.77 0.027 
Within Groups 83.29 0.237 352   
Total 85.91  356   
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Table (4.21) : Descriptive statistics results for the prevalence of depression 
according to study year . 
                                                          
 Study year Depressed count Rates of depression % 
First year study 31 36.5 % 
Second year 46 47.9 % 
Third year 21 28.0 % 
Fourth year  29 40.8 % 
Fifth year and above 17 56.7 % 
Total 144  
 
As seen in tables (4.20) and (4.21), ANOVA test showed a statistically significant 
differences in prevalence of depression among participants in relation to study years with 
P-value (0.027). Tukey test was used to find differences between groups, the results 
indicate that fifth year and above group had the highest mean (1.5667) with a rate of 
(56.7%) than other groups. The second year  group had more prevalence of depression 
with a mean (1.4792) and a rate of (47.9%) than the fourth year group with a mean 
(1.4950) and a rate of (40.8). The first and the third years groups had the lowest means 
(1.3647) and (1.2800) with a rates  of (36.5%) and (28%). Thus the null hypothesis was 
rejected. 
 
4.3.3.Hypothesis three: There is no significant difference at α ≤ 0.05 level of 
significant in prevalence of depression among the participants of the study in 
relation to psychological problems. 
 
T- test and descriptive statistics were used to find the difference in the prevalence of  
depression among participants in regard to psychological problems, as shown in table 
(4.22) and (4.23). 
 
Table (4.22):T-test result for the prevalence of depression according to 
psychological problems. 
 
Psychological 
problems  
Frequency Frequency % Mean  Std. Dev. T-value Sig. 
 
Yes   81 23% 1.0459 0.46481 6.320 0.0001 
No 276 77% 0.6237 0.46687 
Total 357      
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Table (4.23): Descriptive statistics for the prevalence of depression according to  
psychological problems. 
 
Psychological problems  Depressed count Rates of depression% 
Yes   56 69.1 % 
No  88 31.9 % 
Total 144  
 
As seen in tables (4.22) and (4.23) , 77% of the participants reported that they don’t have 
psychological problems compared to 23% having psychological problems. 
 
The result showed that there was a significant difference at (α ≤ 0.05) level of significant  
in the prevalence of depression in relation to present of psychological problems with a 
mean (1.0459) and a rate of (69.1%) at P-value (0.0001).Thus the null hypothesis is 
rejected.  
 
4.3.4 Hypothesis four: There is no significant difference at α ≤ 0.05 level of 
significant in prevalence of depression among the participants of the study in 
relation to medical illness. 
 
Descriptive statistics was used to find the difference in the prevalence of  depression 
among students in regard to medical illness, as shown in table (4.24) 
 
The study found that 98% of the sample has not medical illness, whereas 2% of the 
sample has physical illness, they are healthy in general. 
 
Table (4.24): Descriptive statistics results for the prevalence of depression in 
relation to medical illness. 
  
Physical illness Frequency Mean Sta. Deviation  The rate of Depression % 
Yes 7 1.500 0.5070 52 % 
No 350 1.403 0.4913 40.% 
Total 357    
 
This question was not analyzed statistically because of the low numbers of the 
participants who have medical illness. 
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Table (4.24) showed that the prevalence of depression among physical illness students 
was (52%), whereas among healthy students was (40%). 
 
 
4.3.5 Hypothesis five: There is no significant difference at α ≤ 0.05 level of 
significant in prevalence of depression among the participants of the study in 
relation to death thoughts.  
 
To test this hypothesis, ANOVA test and descriptive statistics were used to find the 
difference in prevalence of depression among participants in regard to death thoughts, as 
shown in tables (4.25) and (4.26). 
 
Table (4.25): ANOVA test results for the prevalence of depression according to 
death thoughts. 
 
Death thought Frequency Frequency % Mean Std. Dev. 
I think that death is the solution for 
my problems 
24 6.7 1.9583 0.20417 
I often have thoughts that are related 
to death 
44 12.3 1.7500 0.43802 
I don’t think  about death 157 44 1.3949 0.49039 
I sometimes think about death 132 37 1.3561 0.48066 
Total 357    
ANOVA 
 Sum of Squares Mean Square  D.F F Sig. 
Between Groups 11.750 3.917 3 17.958 0.0001 
Within Groups 76.989 0.218 353   
Total 88.739  356   
 
As seen in tables (4.25) and (4.26), ANOVA test showed that there was significant 
difference in the prevalence of depression among the participants in relation to death 
thoughts with high level of P-value (0.0001). Tukey test was used to find the differences 
between groups, the results indicate that the participants whose responses was (I think 
that death is the solution to my problems) had the highest mean(1.9583) with a rate of ( 
95.8%), followed by (I often have thoughts that are related to death) with a mean of 
(1.7500) and a rate of (75%). The responses of the other two groups (I sometimes think in 
death) and (I don’t think about death) had the lowest means (1.3561), (1.3949) with the 
rate of (35.6%) and (26%), thus the null hypothesis was rejected. 
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Table (4.26): ANOVA test and descriptive statistics results for the prevalence of 
depression according to death thoughts. 
 
Death thought Depressed count The rate of depression % 
I think that death is the solution for my 
problems 
23 95.8 % 
I often have thoughts that are related to 
death 
33 75 % 
I don’t think  about death 41 26 % 
I sometimes think about death 47 35.6 % 
Total 144  
 
Note: 
 
For the participants religion, 97.0% of participants was Muslim and the other were 
Christen or have other religions. Therefore this variable was not analyzed statistically. 
In addition, the second variable that was not analyzed statistically was the present of 
medical illness. There was 98% of the participants not physically ill .So this question was 
not analyzed . 
 
4.4 Regression statistics. 
 
To find out the most significant factors on the prevalence of depression, stepwise 
multiple linear regression analysis was carried out. The statistic procedure was used after 
the non significant coefficients were excluded from the model, and the only significant 
coefficients were included in the model. The new results were analyzed as follows: 
 
Table(4.27): ANOVA for Multi-linear regression. 
 
Model (1) Sum of Squares D.F Mean Square F Sig. 
Regression 12.085 10 1.208 7.663 0.001 
Residual 73.831 346 0.213   
Total 85.916 356    
 
The results in table (4.27) show the ANOVA table which test the acceptability of the 
model from a statistical perspective. The significance of the F statistic is less than 0.05, 
which mean that the model fits the data in a perfect way. In addition, this model can be 
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considered as an excellent predictor of the dependent variable (depression) from the 
independent variables.  
 
Table (4.28): Coefficient of regression model according to T value. 
 
Variable Un standardized Coefficients Standardized 
Coefficients 
T Sig. 
 B Std.  Error Beta   
Death thoughts 1.138 0.088 0.731 12.4 0.001 
Psychological 
problems 
0.354 0.059 0.302 5.89 0.001 
Region of living 0.079 0.034 0.117 2.313 0.021 
 
Results in table (4.28) show all the significant coefficients in the model; all of these 
variables contribute to the model. In order to determine the relative importance of the 
significant predictors, the researcher looked at the standardized coefficients (Beta), a 
predictor with the largest absolute standardized coefficient contributes more to the model. 
Thus, predictors were arranged according to importance as follows: 
 
•  The predictor “death thoughts” contributes more to the model than the other variables 
because it has a larger absolute standardized coefficient (0.731) ; the coefficients (B) of 
this predictor are positive, which indicate that there is a direct relationship between this 
predictor and the dependent variable (depression). A one unit increase in “death 
thoughts” would yield a 1.138 unit increase in the prevalence of depression scores. It  
means that the obsessive thoughts of death are part of depression symptoms. They are 
called morbid thoughts including suicidal ideation that illustrate the severity of 
participants depression.  
 
• The predictor “present of psychological problems” has the second larger absolute 
standardized coefficient (0.31); the coefficients (B) of this predictor are positive, and 
this indicate that there is a direct relationship between this predictor and the dependent 
variable (depression), that is, a one unit increase in “present of psychological problems” 
would yield a 0.35 unit increase in the prevalence of depression scores. Depression is a 
psychological problem and mental illness and depression often exist together, or are 
comorbid. The comorbidity between depression and other mental disorders  can increase 
the severity of both.  
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• The predictor “region of living “ has the third absolute standardized coefficient (0.117) ; 
the coefficients of this predator are positive , and this indicates that there is a direct 
relationship between this predictor and dependent variable (depression ), that is, a one 
unit increase in participants “region of living“ would yield a 0.079 unit increase in the 
prevalence of depression scores. The participants from the south and middle regions  of 
the  West Bank had higher rates of depression than the participants from north region of 
the West Bank.  
 
• Note: for the qualitative variables, one unit decrease or increase means an increase or 
decrease in the level of the variable.  
 
4.5 Summary 
 
•   The current study showed in general the prevalence of depression among health 
science students was (40.3%). 
 
•  The study showed that (47.9%) of the participants had minimal depressive symptoms, 
23.2% had moderate depressive symptoms, 19.6% had mild depressive symptoms and 
9.2% had severe depressive symptoms. 
 
•  The study found statistically significant relationships between depression and gender, 
age, region of living, place of residency, study year, religiosity level, psychological 
status and death thoughts. 
 
• The study did not find statistically significant relationships between depression and  
medical paramedical specialty, parental marital status, economic status and number of 
sibling. 
 
• The study found that nursing, midwifery and physiotherapy had higher prevalence of 
depression than their peers. It was (50%). 
 
• The model of  stepwise multiple linear regression analysis indicated that the variables,  
present of death thoughts, present of psychological problems and region of living were 
the significant predictors; the coefficients (B) of these predictors are positive and there 
is a direct relationship between these predictors and depression. 
 
•  The present of physical illness and religion were not analyzed statistically because of  
the low numbers of the participants. 
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Chapter Five 
 
Discussion   
 
5.1 Introduction. 
 
In this chapter, the results of the study that were reported in chapter four were discussed 
and interpreted. The results were compared with other studies and in relation to literature 
reviews in the Arab world and worldwide. 
 
 
5.2 Discussion of the research’s question one. 
 
What is the prevalence of depression among health sciences students at Al- Quds 
University?   
    
The question was answered through the results of Beck Depression Inventory. According 
to BDI score ≥17 which is the cutoff point, 59.7% of the students were not depressed, 
whereas 40.3% of them were depressed. The data indicate that 40% of the students had 
different grades of depression that 47.9% was mild, 23.2% moderate and 9.2% of them 
had severe depression. 
 
As the literature review showed, depression is a common illness worldwide, with more 
than 300 million people affected, depression may become a serious health condition and 
cause the affected person to suffer greatly and function poorly at work, university and in 
the family (WHO, 2017). 
 
The findings of the present study are congruent with many international studies, that 
believed health sciences students had more prevalence of depression than other peers, 
such as, the comparative study of Ten and Say (2012) which indicate that the prevalence 
of depression was the highest among health sciences students with a rate of (30%), 
followed by general sciences and engineering students with a rate of (18.4%) , and the 
lowest was among art and social sciences with a rate of (15.4%). Aghakani et al (2010) 
found that the prevalence of depression among health sciences students were 50%, that 
35% was mild, 13.4% moderate and 1.2% of them had severe depression. In addition, 
Alfaris et al (2016) found that the prevalence rate of depression among students was 
47.1%. 
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However, the results of the present study were lower in the prevalence of depression than 
other studies, such as, the study conducted by Abdalla and Gaber (2014) in Egypt that 
found the prevalence of depression to be 63.3 % among health sciences students. As well 
a study conducted by Ibrahim et al (2014), that found the prevalence of depression among 
medical and pharmacy students at Alexandria University 57.7%, and 51.1 % respectively. 
 
Depression prevalence rate was higher in the current study than the rate in the study of 
Lupo and Stous (2011) at Tel Aviv University, (Goebert et al, 2004) at Hawaii University 
to be 25.2% and 21% respectively . As well a study of Al Busaide et al (2011) found that 
the rate of depression in Oman was 27%.   
 
Although no one knows exactly why, depression and anxiety often occur together. In one 
study, 85% of those with major depression were also diagnosed with generalized anxiety 
disorder and 35% had symptoms of panic disorder. Other anxiety disorders include 
obsessive-compulsive disorder and post traumatic stress disorder (PTSD). Because they 
so often go hand in hand, anxiety and depression are considered the fraternal twins of 
mood disorders (Gelban, 2007). 
 
 
5.3 . Discussion of the second question of the study  
 
Is there a relationship between prevalence of depression and demographic variables 
(gender, age, economic status, parent marital state, place of residence, region of 
living, number of sibling, religion, and religiosity level) among Al- Quds health 
sciences students? 
 
 
5.3.1  Gender. 
 
Female participants were found to had more depression than male participants by a mean 
of  1.4356 and SD of 0.4969. In addition to that, the prevalence of depression among 
females was 43.6 % (n= 98) versus 34.8 % males (n=46). In the present study, there is an 
association between gender and depression prevalence.   
 
This result is in agreement with the results of most of the other studies such as, Gebert et 
al (2004), Abdalla and Gabr (2014), Jarwan (2015), Dahlin (2005), Abolshamat (2016), 
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Abbas et al (2015) and Alivi et al (2010). These studies supported that there was a 
significant difference in depression in regard to students gender; depression was higher 
among females than males. Furthermore, the study of Lubad (2010) showed that the level 
of psychological distress among Palestinian female students was higher than male 
students. Sabih and Baber (2013) found that female students face more psychological and 
social stressors and they usually react more intensively than males. 
 
 Moreover, women are more prone to depression than men (WHO, 2016). Approximately 
women are twice as likely to have depression as men of the same age, because of the 
hormonal changes that women experience from puberty. Moreover, in the Arabic and 
Palestinian communities, there are many differences between males and females due to 
family’s and social factors such as responsibility, caring, attention and love; males are 
allowed to take charge, share opinions and pay attention, while females behavior is 
controlled. These gender roles and biases have come from traditional values, cultural 
norms, patriarchal domination and religious belief (Sharabi, 2000). 
 
However, some international studies found that there was no significant difference in 
depression in regard to gender,  such as  Mansour et al (2014), Phange et al (2015), Safiri 
et al (2013) and Sharma et al (2015).They found that the level of depression was not 
dependent on gender of students, but it depends on social, behavioral and educational 
factors. As well, Akbari et al (2014) found that health sciences students had the same 
prevalence of depression in regard to gender, and the main causes of depression is the 
field of education. 
 
 
5.3.2 Age. 
 
The study results showed that there is a significant difference in depression in regard to 
age  among participants. The results indicated that the participants whose age was  22 and 
older had the highest prevalence of depression with a rate of (52.5%) than other ages. The 
age group 21 years had the lowest rate (29.4%), followed by age group 18 year with a 
rate of (34.9%). In the present study, there is an association between participants’ age and 
depression prevalence. This association, disappeared when regression analysis was done. 
 
The findings of the study was supported by other international studies such as Ibrahim et 
al (2014), Jarwan (2015) and Sharma et al (2015) who found that the age 22 and above 
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groups had higher prevalence of depression than other groups due to training hospital 
periods and not due to age itself. 
 
These findings can be explained by the fact that all ages (18-24 year) of the current study 
are adolescences and young, they share the same characteristics of physical and 
psychological developments. However, final year students  were found to have higher 
prevalence of depression. This could be due to their worry of getting job placement, 
distance from university friends, dealing with patients with complete and proper handling 
with full confidence and independently, and new responsibilities for their new life. 
 
In addition, according to Avenevoli et al ( 2015) approximately 11% of adolescents will 
experience depression and the main sources of academic stress were academic 
achievement and parents expectations. Moreover, the participants of the current study 
were young adult ; between late adolescence and early adulthood. Eric Erikson’s theory 
described the psychosocial conflict of this group as identity versus role confusion, 
morality and fidelity should arise from this conflict (Papalia, 2009). 
 
5.3.5 Place of residence. 
 
The study results showed that there was a significant difference in the prevalence of  
depression in relation to place of residence. The participants from rural areas (villages 
and refugee camps) had more depression than the participants from urban areas.   
 
These findings were supported by Abdalla and  Gabers’ study (2014 ) which found that 
the students who live in rural areas were more liable to be depressed than their peers from 
urban areas. Nevertheless, the study of Oskous and Kskouei found that the depression 
scores had no significant correlation with living place. 
 
The findings of the study can be explained by the fact that the Palestinian society is 
heterogeneous, there are classes and big differences in the standard of living between 
who live in city, town or refugee camps, where people who live in villages are poorer and 
less educated (most of the young people drop school early and leave to work mostly in 
Israel) and their life is more stressful. 
 
There are many evidences that rural Palestinians’ face greater challenges in their rural 
areas, to reach health services hospitals, clinics, shops and recreational facilities were 
often far from the participants’ home. Also, the Israeli oppressive practices, including the 
separation Wall  prevented individuals from reaching their agricultural lands which are 
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the main source of work and activity. The report that was conducted in the Occupied 
Palestinian Territories by the Steering Committee for Mental Health (2010), showed that 
living in rural Palestinian areas have negative consequences on mental health due to the 
influence of life stresses and adverse life events.      
 
5.3.6 Region of living. 
  
 The results indicated that there was a significant difference at (α ≤ 0.05) level of 
significance in the prevalence of depression among students in regard to the region of 
living.  
The means and the rates of depression showed that the participants from the south and 
middle regions of the West Bank had higher rates of depression with a means 
(1.4675,1.4056) and a rate of (46.8%, 40.6%) respectively. The participants from the 
north region of the West Bank had the lowest mean scores (0.5817) and a rate of (23.3%). 
 
University students from middle and south of the West Bank travel daily to the 
university. Because of this, they face many problems such as high transportation 
expenses, exhaustion, and Israelis check point, so, they may come late to the lectures and 
be more stressed and their families spend more on their education. These difficulties lead 
to stress and possible depression. These findings are interesting and needs other studies to 
examine  the role of living district on the prevalence of depression. 
 
 
5.3.8 Religiosity level. 
 
The findings showed statistically significant differences in the prevalence of depression 
among participants in relation to religiosity level. Results showed that committed 
religious participants had a higher prevalence of  depression with a mean (1.4309)  and a 
rate of (43.1%) than “somehow religious” participants with a mean of (1.3728) and a rate 
of  (37.3). 
 
The current study emphasized that committed religious participants had more depression 
than others. Thus, religious behavior was not a protective factor against depression 
among population of the present study. In addition, the analysis of guilty feeling and 
punishment questions of the current study questionnaire, indicated that 50% of the 
participants feel punished and about 60 % they feel guilty for a time. 
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The results of the current study can be explained by the fact that, guilt can be harmful or 
indicate  pathology when it is excessive. When guilt becomes maladaptive it can lead to 
decreased functioning and specific developmental goals.  
 
These results were not supported by Lupo and Stous study (2011) who found that there 
was no significant association between religiosity and depression among Tel Aviv 
University students and Vasegh and Mohammadi (2007) who found that there were 
negative associations between religiosity and depression. Moreover, Lubad (2010) found 
that (83%) of the students believed that religious practices had significant effects on their 
coping with daily stressors. Barakat (2006) found that students who have strong level of 
religiosity had more psychological and sociological adjustment in Al-Qudes Open 
University, Al-Qahtani (2009) found that there is a positive correlation between 
religiosity level and social efficacy of students at Mutah University in Jordan. 
 
The finding of the study was supported by the study of Schumaker (1992) who found that 
higher levels of religiosity may lead to higher levels of depression, anxiety, and guilt. 
Thus, the researcher suggests that shame and guilt could be important mediating variables 
in the relationship between religiosity level  and depression among students 
 
5.4. Discussion of the third question of the study. 
 
Is there a relationship between prevalence of depression and non-demographic 
variables (specialty, year of study, present or absence psychological problems, 
present or absence of physical illness and death thoughts) among Al- Quds health 
sciences students? 
 
 
5.4.1 Specialty. 
 
The study result showed that there is no significant difference in depression in regard to 
specialty.  
  
The present study empathizes that health sciences students are homogeneous group since  
most of them had high grades at school period, they are concerned with scientific issues 
and health subjects, long hours of studying and contact with  patients in  hospitals during 
their practice time. As a result of that, the students are subjected to different kinds of 
stressors. They face social, emotional and physical problems which may affect their 
learning ability which placed them on a greater risk for depression. 
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This result is congruent with Aghakhani et al (2010) who showed that the prevalence of 
depression among medicine, dentistry, nursing and midwifery and public health was 
50%. El-Bilsha (2012) found that there was a high prevalence of all forms of stress and 
depression among medical and paramedical students compared with students from arts 
and community college. This could be due to facing social and emotional stress, pressure 
of studying and achieving. Hamdan et al (2009) showed that the major psychological 
problem among nursing students was depression and anxiety disorders. 
 
Furthermore, the results of descriptive statistics in the present study showed that the  
physiotherapy, nursing and midwifery participants had the highest prevalence of 
depression with a rate of 50%, followed by medical laboratory with a rate of (47.1%), 
pharmacy with a rate of (41.5%) and dentistry with a rate of (35.7). The participants from 
public health nutrition and radiology had the lowest prevalence of depression with a rate 
of (20%) and (15.4%) respectively. 
 
Actually, there are several studies that indicate the prevalence of depression varies from 
one specialty to another, and which type of specialty had more depression symptoms  
such as, Akbari et al (2014) study which found that the prevalence of depression among 
students of medicine was the highest with a rate of (35.1), followed by nursing with a rate 
of (30 %), while the medical laboratory students had the lowest prevalence of depression 
with a rate of (9.5%). Safari et al (2013) showed that 62% of nutrition students had 
depression which contradicts the results of the current study.  Ginawi et al (2014) found 
that the prevalence of depression among pharmacy was 51% while among medicine 
students were found to be 43%. Aboalshamat (2016) found that 70% of dental students 
were depressed. Costa et al (2008), Alivi et al (2010), Sharma et al (2015) showed that 
the prevalence of depression was higher among medical than paramedical students with a 
rate of 40%, 35%, and 31% respectively. 
 
The possible explanations for the higher level of depression among nursing and 
midwifery students than other specialties in the present study is that, nursing and 
midwifery students encounter with patients early during their study and they are very 
close to patient and share patients problems and feelings. In addition to that, 
physiotherapy students are vulnerable to the onset of depression because of their 
important role in the rehabilitation process that requires close interaction with the 
patients, working with younger disability patients and particularly with children tends to 
be more distressing. Generally, all health sciences students had high depressive 
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symptoms in the current study in regards to their specialty. This could be interpreted due 
to high educational fees, heavy duties and foreign language than arts and social sciences 
students.    
 
 
5.4.2 Study years. 
 
The study results showed that there is a significant difference in the prevalence of 
depression in regard to  study years. The results indicated that fifth year and above group 
had the highest prevalence of depression with a rate of (56.7%) than other groups. The 
second year group had more prevalence of depression with a rate of (47.9%) than the 
fourth year group with a rate of (40.8). The first and the third years groups had the lowest 
prevalence of depression with a rates of (36.5%) and (28%) respectively. 
 
This finding of the present study was supported by most of international studies such as,  
Alivi et al (2010), Jarwan et al (2015), Ginawi et al (2014), Galan et al (2013), Goebert et 
al (2009) and, El Bilsha (2012) that found the prevalence of depression was higher 
among students in clinical years study than preclinical years. 
 
Nevertheless, the findings of the present study was incongruent with other studies such 
as,  Sharma et al (2015), Lupos and Srous (2011) and Comathi et al (2013) found that the 
prevalence of stress and depression was higher among the first year students than other 
years. 
 
To the contrary, according to the study of Quince et al (2012) who found that there was 
no significant difference in the prevalence of depression in regard to study years among 
students at Cambridge University. 
 
The findings are justified by the fact that studying heavy science subjects causes 
depression for many students regardless of the study year. In the first year, students 
achieve high marks because they studying general and repeated science courses such as, 
Biology, General Chemistry which was studded at high school years. While the second 
year is the time to start science of specialty courses such as Microbiology, Anatomy and 
Biochemistry. Students learn new sciences and take more requirements and homework. 
They face difficult exams and low marks, as a result, many students feel sadness, fear of 
failure and criticism, so depression was higher in the second year. Further, students at 
clinical years (four years and above) have more contact with patients that makes them 
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feel more depressed because they share patients’ troubles and feelings and see dead and 
injured patients (Wright and Hogan, 2008; Abdalla and Gabr, 2014; Sun and Zoriah, 
2015). 
 
On the other hand final year students (nearly graduated students) were found to have 
higher prevalence of depression. This could be due to their worry of getting job 
placement, distance from university friends, dealing with patients with complete and 
proper handling with full confidence and being completely independent which are new 
responsibilities and new life challenges. In addition, those students may face anticipatory 
grief which refers to a grief reaction that occurs before impending loss. The anticipatory 
grief can be from non death-related losses, such as loss of friends, teachers, freedom and  
university lifestyle. Students who are grieving they can be hard to accept the loss and 
they may sad, angry and depressed (Zeiher, 2012; Balk, 2011; Fenstermaker, 2004). 
  
5.4.3 Psychological problems. 
 
The study results showed that there is a significant difference in the prevalence of 
depression in regards to psychological status, and the differences were toward the 
students suffering from psychological problems that were clear through the high mean 
rank (1.0459) and a rate of (69%). 
 
The findings of the study was supported by many previous studies such as Ten and Say 
(2012), El-Bilsha (2012), Mansour et al.(2014), Jarwan et al.(2014), Ibrahim et al.(2014) 
and Nagraja et al.(2015). Depression is a psychological problem and stress is a risk factor 
for depression. The majority of stressful incidents in medical and paramedical education 
are related to the difficulty of health sciences studying in addition to personal problems. 
Moreover, health sciences students represent a highly educated population under 
significant pressures, these pressures could be associated with depression when students 
are failed to achieve their coals. 
 
Moreover, Depression has been linked to other mental illness such as anxiety, stress  
panic attacks, social phobia and posttraumatic stress disorder and a person with a history 
of any psychiatric disorder has high incidence or chance of developing major depression 
as someone who has had major depression itself in the past. 
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 5.4.5 Death thoughts. 
 
The findings of the current study showed that there was significant difference in the 
prevalence of depression among the participants in relation to death thoughts with  
P-value = (0.001). 
 
The results indicated that (6.7%) of the participants who thought that death is the 
solution to their problems had the highest prevalence rate of depression (95.8%), 
followed by those who said that they often have thoughts that are related to death 
with a rate of (75%). The  group who said that they sometimes think in death and 
those who said that they don’t think about death had the lowest prevalence of 
depression with a rate of (35.6%) and (26%) respectively.  
 
Suicide is the third leading cause of death among adolescents . Anderson ( 2002) 
found that over 90% of people who die by suicide have clinical depression or another 
diagnosable mental disorder.  Emory University report (2011) found that  two-thirds 
of people that die by suicide are depressed at the time of their death. Further, 1% of 
Emory students have made a suicide attempt and approximately 5% of students 
have seriously considered suicide within the last 12 months (Emory University 
Site,2011). 
  
In addition to that,  obsessive and recurrent thoughts of death or suicide are part of 
severe depression symptoms and these thoughts must be taken very seriously. In 
addition, the analysis of question number (9) of the current study questionnaire 
showed that 24% of the participants have suicidal thoughts and wishes, and  6.7% 
of them think that death is the solution to their problems. This results were 
supported by the study of (Eskin et al, 2016) who found that (29%) of the 
participants having suicidal thoughts and (7%) reported attempting suicide. The 
study showed that suicide ideation, suicide attempt and psychological distress are 
common among university students. Suicidal thoughts have many causes most often 
people want to end their pain. 
 
On the other hand, certain religion beliefs may influence people to commit suicide 
like go to haven. Some individual may beliefs that sacrificing their lives will be best 
for religion for example suicide bombers from extreme Muslim groups. 
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To clarify the relationship between the presence of death thoughts and depression 
among health sciences students may need to advance future research.  
 
5.5. Multiple linear regression 
 
Stepwise multiple linear regression analysis indicated that the predictors (present of 
psychological problems, death thoughts and region of living) had the largest absolute 
standardized coefficient; the coefficient of these predictors indicate that there are a direct 
relationship between these predictors and the prevalence of depression.  
The comorbidity between depression and one of these predictors can increase the severity 
of depression and the predictor itself. 
Several studies also identified through the considered the relationship between depression 
and psychological problems, death thoughts and region of living (Eskin et al.,2016; 
Anderson ,2002; Mansour et al.,2014;  Jarwan et al.,2014;  Ibrahim et al.,2014 and 
Nagraja et al.,2015). Tan et al.,(2013) found that depression among university students 
had six times higher in suicidality risk than those without depression.  
Taha and Sabra (2012) found that mood disturbance, depression and anxiety were the 
main stresses experienced among health sciences students due to excessive workload and 
great demands of studying, with limited time available for social and recreational 
activities. 
 
5.6  Conclusion of the results discussion 
 
These results raised the alarm since depressive symptoms and stress will lead to 
major depression disorder among health sciences students. Ten and Say (2012) 
which indicate that the prevalence of depression was the highest among health sciences 
students with a rate of (30%), followed by general sciences and engineering students with 
a rate of (18.4%) , and the lowest was among art and social sciences with a rate of 
(15.4%).  
 
Othman et al (2013) found that the highest mean scores of stress among health sciences 
students was due to getting a poor mark in examination following by a large amount of 
content to learn, having difficulty understanding the content, facing illness and death of 
the parents and the lowest were feeling of competence. 
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Aghakhni et al. (2010) found that students with the better grades of exam showed lower 
proportions of depression and stress. Ten and Say (2012) found that 63% of participants 
complained that depression affect their studies, 46.5% claimed that studies and academic 
performance are the main factors that caused them to be depressed, followed by 
relationship matters, financial matters and family problems. 
 
It seems that several factors play significant roles in leading to high prevalence of 
depression among participants. Costa et al. (2008) found that the high prevalence of 
depression among health sciences students was associated with stress, that related to 
teaching and learning process. Comathi et al (2013) found that the causes of depression 
and stress among health sciences students at United Arab Emirate Universities were 
parental expectations  with a rate of 40%. Worries regarding the future and planning with 
a rate of 53 % and taking action to coping with stress were cane possible causes for 
depression with a rate of (70%). 
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Chapter Six 
 
 Conclusion and recommendations.  
 
 Introduction 
 
As a result of this study and what was found of its outcomes, related to the prevalence of 
depression among health sciences students at Al-Quds University, there are a number of 
recommendations that are suggested, which are directed to different stockholders in the 
community. 
   
6.1 Conclusions 
 
According to the findings from this study, the prevalence of depression among health 
sciences students at Al-Quds University. Health care organizations and university 
managers needed to acknowledge the problem and provide much needed appropriate 
measures. Examining students overload studying, learning process methods and provide 
resources to decrease the depressive symptoms and reduce risk factors for other mental 
problems such as anxiety disorders, suicide and drug abuse. 
 
Drawing attention to challenges that face students during hospital training such as 
emotional exhaustion when students handle with dead or injured patients. Working with 
younger or children disability patients, students tends to be more distressing. 
 
This study also showed many important evidences in regarding to depression prevalence 
such as death thoughts or suicidal ideation and the present of psychological problems 
among students. Twenty four percent of the participants have suicidal thoughts and 
wishes, 6.7% of the them think that death is the solution to their problems. Stepwise 
multiple linear regression analysis indicated that the predictors present of psychological 
problems with (Sig.0.0001), death thoughts (Sig.0.0001)and region of living (Sig.0.007) 
had the largest absolute standardized coefficient and the co morbidity between depression 
and one of these predictors can increase the severity of depression and the predictor itself. 
 
The finding of the study showed that , 47.9% had minimal symptoms of depression and 
40.3% of students were may clinically depressed.  According to BDI score ≥ 17 which is 
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the cutoff point for diagnosis 23.2% of the participants had moderate depressive 
symptoms, 19.7% had mild symptoms and 9.2% had severe depressive symptoms.   
 
There were a statistically significant positive correlation between the prevalence of 
depression and religiosity level (Sig. 0.029) , rural areas students(Sig. 0.02), south and 
middle areas students (Sig. 0.07) and training years students (Sig. 0.027). 
 
6.2. Strengths , Limitation of the study. 
 
There are some limitations in this study as the following: 
1- The study utilized a descriptive design, this type of design may have limitations in 
the generalization of the results to a wider population since it measures both the 
prevalence of the outcomes and the determinants in a population at a point in time or 
over a short period of time.  
2- The data collection for this study was done by using a self- administered 
questionnaire. So, the reliability of the results may be affected, since the participants 
may hesitate to express their points of view or they may describe their own thoughts, 
feelings or behaviors in the spurious way to please the researcher (Mcclafferty et al, 
2000). 
3- The sample included medical and paramedical students at Al-Quds University, which 
may limit the generalization of findings to other specialties in the university or other 
universities.  
4- The sample size is convenient and may not truly represent the  students at  Al-Quds 
University. 
5- The religiosity scale was self reported one , and may be the assessment of religiosity 
level need for more tools. 
 
The study used articles for the literature review from studies about the depression 
prevalence among university health sciences students conducted in several countries such 
as European countries, United States, Malaysia, Arabic countries etc. which gives the 
study a boarder perspective from different areas. 
This also shows that depression among university students is not limited to specific 
country. Most of the articles used in the study are recent studies, which is advantageous 
for this study. The study consider the first one which was done in the Palestinian 
universities. 
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6.3 Recommendations 
 
6.3.1 Recommendations for policy makers 
 
1- The results of this study revealed that 32% of depressed students had moderate and 
severe depression symptoms. That means, those students need psychotherapy 
intervention and help. 
 
2-  24% of the students have suicidal thoughts and wishes, 6.7% of the them think that 
death is the solution to their problems. That means, those students need urgent help to 
solve their problems.  
 
3- The university should be provide multistep care  such as counseling clinic, web-based 
intervention and psychiatric services. 
 
4- University team members should be evaluate the learning process methods, 
curriculum and students assignments to decrease the depressive symptoms and other 
mental problems such as anxiety disorders, suicide and drug abuse. 
 
5- Integrate regular assessment for depression, anxiety and suicidal ideation for 
university students every six months at least. 
 
6.3.2 Recommendations for mental health experts. 
 
1- Mental health expert should encourage the depressed students to seek treatment 
and counseling.  
2- The community mental health counselors and professionals should help students 
for : 
• Time management skills to adapt the difficult academic expectations. 
• Communication skills to learn how to deal with individuals from different 
cultures and beliefs 
• Stress management to meet their academic requirements. 
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• Create awareness and educational programs for students to identify the 
symptoms of depression. 
 
3- Mental health professional should pay attention to depressive symptoms among 
high risk groups such as nursing, midwifery and physiotherapy students. 
 
4-  Mental health professional should focus on females, fourth year students, students 
who live in the south of West Bank and rural areas, and who had suicidal thoughts 
and psychological problems.  
 
6.3.3 Recommendation for researchers 
 
1- There is a need for further quantitative study to assess the level of depression, 
anxiety and suicidality among Al- Quds university students in all disciplines. 
 
2- There is a need for a future study to explore depression among medical and 
paramedical students and other possible causes and risk factors.  
 
3- There is a need for a future qualitative study to explore the factors that affect 
quality of life among health sciences students.  
 
4- There is a need for further quantitative study to assess anxiety disorder and stress 
among Al- Quds health sciences students.  
 
5- There is a need for a comparative study to assess depression among health sciences 
students in regard to the place of living (Gaza, West Bank and Arabs who live in 
Israel), and compared it with the prevalence of depression around the world.  
 
 
 
 
 
 
 
 
 
 
 
98 
 
References: 
 
• Abbas. A, Rizvi. S,  Hasan. R, Aqeel . N,  Khan. M, Bhutto. A,  Khan. Z, and 
Mannan. Z, (2015). The prevalence of depression and its perceptions among 
undergraduate pharmacy students, Pakistan, Pharmacy education Journal, Vol. (11). 
No (1), PP: 57-63. 
 
•  Abdallah. A, Gabr. H, (2014 ). Depression, anxiety and stress among first year 
medical students in an Egyptian public university, International Research Journal of 
Medicine and Medical Sciences Vol. 2, No (1), pp. 11-19, ISSN: 2354-211X. 
 
•  Abedini. S, Davachi. A,  Sohbaee. F, Mahmoodi. M, and  Safa . O,  (2007).  
Prevalence of depression in nursing students in Hormozgan University of Medical 
Sciences , Hormozgan Medical Journal, vol. 11, no.( 2),  pp. 139–145. 
 
• Aboalshamat. K (2016). Psychological well-being among medical and dental students 
in Makah. Saudi Arabia, Vol.81.No.(6), PP:575-581, doi: 
10.3109/0142159X.2015.1006612, Med Teach Journal.  
 
• Abramson .H (1999). Survey methods in community medicine, epidemiological 
research program evaluation. http: www.barnesandnoble.com/w/survey-methods-in-
community-medicine-j-habramson/1100606753?ean=9780443061639. Accessed on 
June 2013. 
 
• Abreu . R,  Santos . E,(2008 ). Behavioral models of depression ,  a critique of the 
emphasis on positive reinforcement, International Journal of Behavioral Consultation 
and Therapy, Vol. 4, PP: 130 -145. 
 
• Aghakhani. N, Nia. H, Eghtedar. S, Rahbar. N, and Jasemi. M (2010).The prevalence 
of depression among students of Shaheed Sadoughi university of medical sciences, 
Iran, Journal of psychiatry and behavioral science, Vol. 5, No (2), PP: 131- 135. 
 
• Ahmed. I , Banu. H, Al-Fageer. R, Al-Suwaidi. R. ( 2009). Cognitive emotions: 
depression and anxiety in medical students and staff.  Dubai Medical College ,UAE, 
Journal of American College Health, Vol. 59, No (4), PP: 289-295. PubMed. 
 
99 
 
• Akbari.V,  Hajian. A  and  Damirchi. P. (2014). Prevalence of emotional disorders 
among students of university of medical sciences ,Iran, The Open Psychology Journal 
. Vol. 17, No (14), PP :29- 33. 
 
• Al- Busaidi. Z, Bhargava. K, Al-Ismaily. A, Al-Lawati. H, Al-Kindi.R, Al-Maniri.A. 
(2011). Prevalence of depressive symptoms among university students in Oman, 
Journal, Vol. 26, No(4), PP: 235-239. Doi:10.5001/omjja. 
 
• Al-Faris. E, Al kanhal. A, Mahmoud. E. (2016). Health professions’ students have an 
alarming prevalence of depressive symptoms and exploration of the associated 
factors, Sudia Arabia, BMC, Med Education Vol.16, No(1), PP: 279-275. 
 
• Allen. N, Badcock. P.(2003).The social risk hypothesis of depressed mood 
Evolutionary, psychosocial, and neurobiological perspectives, Journal of 
Psychological Bulletin, Vol. 129,  PP: 887–913. 
 
• Allen, J. (2002). Using literature to help troubled teenagers cope with end-of-life 
issues. Connecticut: PP: 164-170,  www.Greenwood Press.com. 
 
•  Alvi. T, Assad. F, Ramzan. M, Khan. A. (2010). Depression, anxiety and their 
associated factors among medical students, Journal of the College of Physicians and 
Surgeons, Pakistan, Vol. 20, No (2), PP: 122-126. 
 
• Amr. M, Trck.T, Saboo. S, Mohammed. A, and Nasser. A. (2013): Depression and 
anxiety among Soudi university, Soudia Arabia, Arabic journal of psychiatry, Vol.24, 
No.(1), PP: (7-9). 
 
• Anderson .R. (2002). Deaths Leading causes for 2000, National Vital Statistics 
Reports, Hyattsville, MD: National Center for Health Statistics, PP: 420-
427, [PubMed] 
 
• Avenevoli. S, Swendsen.  J, Burstein. M,  Merikangas. R. (2015). Major depression in 
the national co morbidity survey ,adolescent supplement: Prevalence, correlates, and 
treatment. Journal of the American Academy of Child and Adolescent Psychiatry, 
Vol. 54, No.(1), PP: 37-44 e32. 
 
 
100 
 
• Baldassin. S, Tania. C, Toledo. A, Alves. F, Martins. N. (2008). The characteristics of 
depressive symptoms in medical students during medical education and training, 
BMC Medical Education, Vol.12,No.(2), PP: 24-32. 
 
• Balk, E. (2011). Helping the bereaved college student. New York: Springer Publishing 
Company. http://onlinelibrary.wiley.com/doi/10.1111/j.1545-5300.1990.00229.x/full 
 
•  Bandura. A. (1996).  Social cognitive theory of human development, In . Husen .T  
Postleth .W, (2005):International encyclopedia of education , 2nd edition, PP 551-560 
, www.uky.edu/~eushe2/Bandura/Bandura1996SCT.pdfOxford:PergamonPres 
  
• Beck. A, Steer. A, Brown. G. (1996). Beck depression inventory-II,Manual. Boston: 
Harcourt Brace, In ,  Buckley.T, Parker. J, Heggie. J. ( 2001 ): A psychometric 
evaluation of the BDI-II in treatment-seeking substance abusers, Journal of Substance 
Abuse Treatment, Vol. 20, No.(3), PP: 197–204 , PubMed. 
 
• Beck. A, Ward. H, Mendelson. M, Mock. J, Erbaugh. J. (1961). An inventory for 
measuring depression,  Archives of General Psychiatry, Vol. 4, PP: 561-571. 
 
• Beck. A. (1967). Depression and theoretical aspects, New York, In.  Halberstadt. L, 
Haeffel. J,  Abramson. L, Mukherji. B, Metalsky. G, Dykman. B. (2007). Schematic 
Processing and a Comparison of Clinically Depressed, Dysphoric and Non depressed 
College Students, Published by Springer Science Business Media, Vol. 32, PP: 844-
850. 
  
• Bennett-Levy. J, Butler. G, Fennell. M, Hackmann. A, Mueller. M, Westbrook. D. 
(2004).   Oxford guide to behavioral experiments in cognitive therapy, Published in 
the United States by Oxford University Press Inc, New York (1st edition), PP: 205-
212 
file:///C:/Users/philadelphia/Downloads/Oxford%20Guide%20to%20Behavioural%20
Experiments%20inCognitive%20Therapy%20.pdf . 
 
• Bernard. E (2004). Rational emotional behavioral approaches to childhood 
disorders,2nd edition , (PP: 247-251 )practice and research , New York, Plenum press, 
www.google.book. 
 
101 
 
• Blackdog Institute, (2012). Causes of depression, Retrieved July 18, 2013, from 
http://www.blackdoginstitute.org.au/public/depression. 
 
• Blatt. S.(2008). Polarities of experience: Relatedness and self-definition in 
personality, development, psychopathology, and the therapeutic process, American 
Psychological Association. Washington .  
  
• Bostanci .O, Ozdel.N , Oguzhanoglu .K. (2005). Depressive symptom atology  among 
university students in Dinizili, Turkey, prevalence and socio demographic correlation 
, Croatian Medical Journal, Vol. 46, no. (1). PP: 96-100. 
  
• Brewin. C. (2006). Understanding cognitive behavior therapy. A retrieval competition 
account,  Behavioral Research and Therapy, Vol. 44, PP:  765-768. PubMed. 
 
• Brown . R, Evans . D, Miller.  I, Burgess. E, Mueller. T. ( 2000).  Cognitive-
behavioral treatment for depression in alcoholism,  Journal of Consulting and Clinical 
Psychology, Vol. 65, PP: 715-726. PMC free article, PubMed. 
 
•  Buchanan. J. (2011). Prevention of depression in the college student population, a 
review of the literature, Archives of Psychiatric Nursing, vol. 26 , no.(1), PP: 21-42. 
 
• Burns . N,  Grove.  K ( 1999). The Practice of Nursing Research: Conduct, Critique, 
and Utilization ,  (5th edition ) , In , sage Journals, Nurse Science, vol. 18, No (4), PP: 
365-366, doc:10.1177/08943184050180042 Q, October 2005. 
 
• Burns, N. and Grove, S.(2000). Understanding Nursing Research.(2nd Edition) 
http://books.google.ps/books?id=Y9T3QseoHiYC&printsec=frontc. Accessed on 
May 2014. 
 
• Busch. N, Rudden. M, Shapiro.T. (2004). Psychodynamic Treatment of 
Depression,1stedition,PP:29-39,file:///C://Users/ philadelphia / Downloads 
/9781934115114-c2.pdf. 
  
 
 
102 
 
• Chandavarkar U, Azzam A, Mathews C.(2007). Anxiety, depression, suicidal ideation 
symptoms and perceived performance among health university students, Extramural 
Research Support, Vol.24, No(2), PP:103-111. 
 
• Chernomas. W and Shapiro. C (2013). Stress, depression and anxiety among 
undergraduate Nursing student, Canada, Vol. 10, No (1), pp : 2012-2032 , Pub Med. 
 
• Chou. L, Liang. K, Sareen. J, (2011). The association between social isolation and 
mood, anxiety, and substance use disorders, American Journal of Community 
Psychology,Vol.20 , PP:183-195. 
 
• Clarke. G, Kelleher. C, Hornbrook. M, Debar. L, Dickerson. J, Gullion. C. (2009).   
Cognitive behavioral intervention for depressive symptoms in young adults. Vol. 41, 
PP: 222–234, PMC free article. 
  
• Comathi. K , Ahmad. S ,and  Sreedharan . J. (2013). Causes and coping strategies 
adopted by undergraduate health professional students in a university in the United 
Arab Emirates. Med Teach Journal, Vol.13 , No (3), PP : 437–441. 
 
• Corey. G. (2009) Theory and Practice of Counseling and Psychotherapy, Eighth  
Edition , PP: 272 -30.  
      
• Costa. F, Santana. S, Santos. T, Martins. A, Melo. V, Andrade. M. (2008). Depressive 
symptoms among medical intern students in a Brazilian public university. PMID, Vol. 
41, PP:145-151, CEP: 49055-520. 
 
• Dahlin. M, Joneborg. N, Runeson. B (2005). Stress and depression among medical 
students, Medical Education Journal, Vol. 39, PP: 594-604,Doc.136-
2929.2005.02176.x 
 
• Davis.M (2008). Social cognitive theory, 3rd edition, PP: 108, New Jersey, 
www.valdosta.edu/whuitt/402/files.html 
  
• Diagnostic and Statistical Manual of Mental Health Disorder (DSM-V). (2013). Fifth 
Edition. Depression and Mood disorders. Text Revision. American Psychiatric 
Association. Washington . 
 
103 
 
• Diagnostic and Statistical Manual of Mental Health Disorder (DSM-IV-TR). (2000). 
Fourth Edition. Depression causes and symptoms, Text Revision. American 
Psychiatric Association. Washington. 
 
•  Dickerson . S, Kemeny. E. (2004). Acute stressors and cortical responses : A 
theoretical integration and synthesis of laboratory research. Psychology Bull , Vol. 
130, PP: 355-391.  
• Dinger. U, Barrett. S, Zimmerman. J,Wright .A, Renner.F (2014):Interpersonal 
problems, dependency and self criticism in major depressive disorder , Journal of 
clinical psychology, Vol.71 ,No.(1) , PP (93-104). 
 
• Dimer. A. (1997): Expectant fathers influence of prenatal education on stress, coping 
and spousal relations. Research in Nursing and Health, Vol. 20, PP:281-293 
  
• Dryden.  R (2013). Teen Depression symptoms and causes, Medicine net. Retrieved 
July 23, 2013, from http://www.medicinenet.com/teen_depression . 
 
•  Dyrbye . L, Thomas. M, Shanafelt.T. (2006): Systematic review of depression, 
anxiety, and other indicators of psychological distress among U.S. and Canadian 
medical students, Accad Med, Vol. 81, PP: 354-373. 
 
•  Dyrbye. L, Thomas. M, Shanafelt. T (2008). Medical student distress, causes, 
consequences and proposed solutions, Mayo Clinic  Proc, Vol. 80, No (12), PP:1613-
1622. 
 
• El-Bilsha. M. (2012). The relationship between feeling of anxiety and depression 
among nursing students at the faculty of nursing in Mansoura University, Egypt, 
Middle East Journal of Nursing, Vol.6 No. (6), PP:133-138. 
 
•  Eller . T ,  Aluoja . A ,  Vasar . M , and  Veldi . M ,  (2006). Symptoms of anxiety 
and depression in Estonian medical students with sleep problems , Depression and 
Anxiety , vol . 23 , no .( 4) , pp. 250–256 . 
 
•  Eller. T, Aluoja . A, Vasar. V, Veldi. M. (2006). Symptoms of anxiety and depression 
in Estonian medical students with sleep problems. Depress Anxiety, Vol.  23, PP: 
250-600,  PubMed. 
  
104 
 
• Ellis. A. (2000). Theories and practices of Rational Emotive Behavior Therapy. 
Depression and treatment, how they have been augmented and revised during the last 
three decades. Journal of Rational Emotive and Cognitive Behavior Therapy, Vol. 17, 
No (2), PP: 69-93. 
 
• Elzubeir. M, Abdulrazzaq. Y, Revel. A, Townsend. C. (2007). Health and lifestyle  
needs  assessment of medical students in the United Arab Emirates. Med Teach 
Journal, Vol. 25, No (5), PP: 492–506, PubMed. 
 
•  Eskin. M, Voracek. M, Tran. T, Sun. J, Janghorbani. M, Giovanni Carta. M, 
Francesca Moro. M, Yoshimasu, K., Tsuno, K., Khader. Y, Idhail, J, Nawafleh. H, 
Hamdan. M., Shaheen. A, Kujan. O, Mechri. A, Flood. C, Phillips. L, Poyrazi. S. & 
Harlak. H. (2016). Suicidal behavior and psychological distress in university students, 
A 12 nation study, Scientific Research at Al Quds University, 
DOI:10.1080/13811118.2015.1054055 
 
• Farrer. L, Gulliver. A, Bennett. K, Kathleen. M. (2016). Demographic and 
psychosocial predictors of major depression and generalized anxiety disorder in 
Australian university students, BMC Psychiatry, Vol. No(3), PP: 216- 221. 
 
• Ferster. B.(1973). A functional analysis of depression, American Psychologist 
No.(10),PP:85-95, http://www.personal.kent.edu.dfresco/Readings/Ferster_1973.pdf. 
 
• Fenstermaker. M.(2004). The Effects of Anticipatory Grief on Intrapersonal 
Development,.https://education.indiana.edu/graduate/programs/hesa/iuspa/3%20Antic
ipatory%20Grief%20Final%20Formatted.pdf 
 
• Freud. S. (1917). Mourning and melancholia, In, the standard edition of the complete 
psychological works of Sigmund Freud, Volume 14, PP:243-251,  Published by 
Hogarth Press, 1953. 
 
• Galan F, Polo. J, and  Bullón. P. (2013).  Burnout, depression and suicidal ideation in 
dental students at university of Seville . Spain. NCPI, Vol. 19 No.(3), PP: 206-210. 
 
• Gelban.  K (2007). Depression, anxiety and stress among Saudi adolescent school 
boys,  The Journal of the Royal Society for the Promotion of Health, Vol. 127, No(1), 
PP: 33- 37.  
105 
 
 
•  Ginawi. I, AL-Hazimi. A, Raja. N, Abdalla. M. ( 2014).  Do Study of Medicine leads 
to increase depression and anxiety, Study from Hail University,  Sudanese Journal of 
Public Health, Vol. (9), No. (17),  PP: 105-112. 
 
• Givens. J and Shea. A (2005). Factors associated with under treatment of medical 
student depression,Vol.53, No(5), PP:219-24, PMID, DOI0:3200.JACH.53.5.219-
224. 
  
• Goebert. D, Thompson.  D, Takeshita. J,  Beach. C,  Bryson. P, Ephgrave .K, Kent. 
A, Kunkel. M, Schechter. J, Tate . J. (2009). Depressive symptoms in medical 
students and residents, Accad Med Journal, .Vol. 84, No (2), PP: 236- 242, 
ACM.0b013e31819391bb. 
 
•  Goldman. L. (1995): Depression and the experience and expression of anger in 
marital and other relationships. Journal of Nervous and Mental Disease, Vol.183, 
PP: 505–509. 
 
• Grant. K, Marsh. P, Syniar. G. (2002). Gender differences in rates of depression 
among undergraduates, measurement matters. Adolescent Health Journal, Vol. 
25,PP:613–617,  PubMed. 
 
• Guntrip. H (2000). Personality Structure and Human Interaction, The developing 
synthesis of psychodynamic theory, London, 2nd edition, PP:87-95, Google/Book. 
https://books.google.ps/books?hl=en&lr=&id=YsvnV4jtGJ8C&oi. 
 
• Hamdan. A, Halabi. J, and Dawani. H. (2009). Depression, hostility and substance use 
among university students in Jordan. Journal of mental health, Vol.2, PP: 52-58. 
 
 
• Holma .M, Melartin. K, Haukka J, Holma. A, Sokero.M, (2010). Incidence and predictors of 
suicide attempts in major depressive disorder: a five-year prospective study. American 
Journal of Psychiatry Vol. 167 , PP: 801–808 
 
• Ibrahim. K, Kelly. S, Adams.E, Glazebrook. C. (2013). A systemic review of students 
of depression prevalence in university students. Journal of Psychiatric research Vol.47 
No(3), PP:391-400. 
106 
 
  
• Inam. N, Saqib. A, Alam. E. (2007). Prevalence of anxiety and depression among 
students of private university, Journal Pak medical association, Vol. 53 , PP : 44-447. 
  
•  Jarwan. B, (2015). Depression among medical students of Faculty of Medicine, Umm 
Al-Qura University in  Saudi Arabia, International  Journal of Medical Science  
Public Health, Vol. 10, PP: 184-191. 
 
• Kessler. C,  Essex. M. (1982): Marital status and depression, The importance of 
coping ,  resources and  social forces, Fist edition, PP: 484-507.  In,  Aneshenesel . C, 
Phelan . O, Bierman . M. (2013 ): Handbook of the Sociology of Mental Health, 
Second edition , pp: 415 -420 , Springer shop, Amazon. Com. 
  
•  Kessler. C, Berglund. P, Demler. O, Jin . R, Koretz . D, Merikangas . R. (2003). The  
epidemiology of major depressive disorder, results from the National Comorbidity 
Survey Replication (NCS-R), Vol. 289, PP: 3095-3105,  PubMed . 
 
• Kessler. C, Gillis. M, Light. J, Magee. J. (1996). Childhood adversity and adult 
psychopathology. 2nd edition  In, GotlibI.  H, Weaton. B. (2011)Trajectories and 
turning points of  stress and adversity, New York: Cambridge University Press. 
Journal of Child Psychology and Psychiatry. Vol. 45, No. (3), PP: 533-542 . 
 
• Kessler. R, Chiu .W, Demler. O, Walters. E. (2005). Prevalence, severity and co 
morbidity depression . twelve-month DSM-IV disorders , 2nd edition , in the National 
Co morbidity Survey Replication, Archives of General Psychiatry, Vol. 62, no (6), 
PP:17-27. 
 
• Kessler. R, Berglund. P, Borges. G, Nock. M, Wang. P. (2005). Trends in suicide 
ideation, plans, gestures and attempts in the United States Students, (1990-1992 to 
2001-2003).  Journal of the American Medical Association, Vol. 293, PP:  2487- 
2495. 
 
• Kleine. M. (1934). Psychogenesis of manic-depressive states contributions to 
psychoanalysis, Published by Hogarth, London, In. The international journal of 
psychoanalysis (2009), Vol. 16,  PP: 145-153. 
 
107 
 
•  Lau. Y, Eley. C. (2010). Changes in genetic and environmental  influences on 
depression symptoms across adolescence, A twin and sibling study. British journal of 
psychology , Vol. 189, pp: 422-427, In, Costance. L, Ian. G, Handbook of Depression, 
Third edition, pp : 105-120, Guilford Publication Amazon. Com. 
 
• Lee.  R, Willetts. C,  Seccombe . K. (1998). Gender differences in the depressive 
effect of widowhood in later life, Journal of Gerontology , Copyright  by The Society 
of America  Vol. 56 , No. (1), PP: 611- 630. 
  
•  Lemon. T, Stone . B. (2013). Depression,  increase in medical students from lower 
socioeconomic backgrounds  a positive for health care , Advance of Med Education 
journal , Vol. 21, No (4),  PP: 39–4, AMEP, S42814 PMCID : PMC3661266. 
 
• Lewinsohn.  M  (1974).  A behavioral approach to depression. In Balany. B, Millon 
.T, (2009 ). Oxford Textbook of Psychopathology, Second edition,  PP: 236-242. 
Published by Oxford University Press, Amazon. com. 
 
• Lubad. H, and Al- khatib. N. (2010). identify the levels of psychological stress and 
their causes among community college students in Ramallah district, Master thesis not 
published.  
 
• Lupo . K, Strous . D. (2011 ). Religiosity, anxiety and depression among Israeli 
medical students. Scientific World Journal, Vol. 6, No (4) ,PP: 169-176. 
 
• Malter. C, Jing. D, Yang. R, Tottenham. N, Lee. F, Casey. B. (2013). Early-life stress 
has persistent effects on amygdale function and development in mice and humans. 
Proceedings of the National Academy of Sciences of the United States of America, 
Vol. (110), No (45), PP: 18274-18278. 
 
• Mansour. A, Azzeghaiby. S, Alzoghaibi. I, Al Badawi. T, Nassar. O, Shaheen. A. 
(2014). Correlates of resilience among university students in Jordan, American, 
Journal of Nursing Research, Vol. 2, No(4), PP: 74-79, DOI: 10.12691/ajnr-2. 
 
• Marcussen. K, Susan. L, Gray. R, Jennifer. R (2005). Explaining differences in mental 
health between married and cohabiting individuals, Journal of Social Psychology 
Quarterly,Vol.(68), No.(3), PP (239-257). 
 
108 
 
• McCauley. J, Kern. E, Kolodner. K. (1997). Clinical characteristics of women with a 
history of childhood abuse, Journal of Medical Sciences, Vol. (27), No (17), PP:1362-
1368. 
 
• McClafferty. A, Torres. A, Mitchell. A. (2000).  Challenges of the new sociology of 
urban education. Sociology of Education Journal, Vol.74, No.( 2), PP: 121-138. 
 
• Mcleod. A (2009). Defense Mechanism Retrieved, Simple Psychology pp: 155- 160 
,www.simplypsychology.org./defense-mechanism.html.  
  
• Mcleod. A (2016). Bandura- social learning theory Retrieved, Simple Psychology, PP: 
74-79 ,www.simplypsychology.org./bandura.html.   
 
• Melissa-Halikiopoulou.C, Tsiga. E, Chchatryan. R, and Papazisis. G. (2011). 
Suicidality and depressive symptoms among nursing students in northern Greece. 
Greece, Heath science journal, Vol. 7, No (13), PP: 122-129. 
 
• Moller. H, Laux .G, Deister. A. (1995). Biochemical process of depression. In, 
Michael. D, Erstgutachter. L, Christof. W, Karsten . H. (2013). Social Determinants 
of Depression in Later Life, German National institution, Vol. 24, PP: 202 –208, 
www.share-project.org. 
 
• Michael. D, Erstgutachter. L, Christof. W, Karsten . H. (2013). Social Determinants 
of Depression in Later Life, German National institution, Vol. 24, PP: 202 –208, 
www.share-project.org 
 
• Miller. B, William. R, Martin.  E (2016 ). Depression and learned helplessness in 
man,  Journal of Abnormal Psychology, Vol. 84, No (31), PP: 228-238 . 
  
• Morphy .R, Gray. S, Sterling .G and Ducette .J (2009). A comparative study of 
professional student stress.USA, Journal of dental education, Vol. 73, No (3), PP: 
105- 111, PubMed. 
 
• Mustaffa. S, Aziz R, Mohmood. M, Shuib.S (2014). Depression and suicidal ideation 
among university students, Science Direct Journal,Vol.16, No.(8), PP:4205-4220. 
https://doi.org/10.1016/j.sbspro.2014.01.917. 
 
109 
 
• Nagaraja. M,  Reddy. M, Ravishankar. S, Jagadisha. A, Muninarayana. D. (2015). 
Study the prevalence of depression among nursing college students of Kolar District, 
Karnataka State, IOSR Journal of Humanities and Social Science (IOSR-JHSS) Vol. 
20, No. 5,  PP: 135-139. 
 
• Nutt. J. (2008). Relationship of neurotransmitters to the symptoms of major 
depressive disorder. The Journal of clinical psychiatry, Vol. 69, PP: 329–336. 
 
• North .S, Nixon .J, Shariat. S, (1999). Psychiatric disorders among survivors of the 
Oklahoma City bombing. JAMA, Vol. 282, PP:755-762. 
 
• Olsson . A, Foley. L, Parkinson. M, Byrnes. G, McKenzie. M, Patton. C, Morley. R, 
Anney. J , Craig. M, Saffery. R. (2010 ).  investigation of a peripheral cell marker of 
epigenetic risk for depression ,Biological Psychology Vol. 83, PP:159–165, 
 [PubMed] 
 
• Omigbodum, O, Onibokun. C, Yusuf. O, Odukogbe. A. (2006). Stressors and 
counseling needs of undergraduate Nursing students, Nigeria. Journal of Nursing 
Education, Vol.43, No(9), PP:34-38. 
 
• Oskouei. N  and Kanhkeshan . P (2011). A study on depression among paramedical 
students and the contributing factors, Iran, Journal of Paramedical Sciences (JPS), 
Vol. 4, No (51) PP: 99-106. 
 
• Othman. M, Farooqui. M, Yousoff. M, and Adawiyah. R. (2013). Nature of stress 
among health students in a Malaysia University, Malaysia, Social and behavioral 
sciences journal, Vol. 105, No (3), PP: 249-257.  
 
• Papalia. D, Windkos. S, Feldman.F. (2009). Human Development, Eleventh edition, 
pp: 214-225 , Amazon.com. 
 
• Persons . B. , Davidson . J. ,  Tompkins .  A. (2011). Essential components of 
cognitive behavior therapy for depression, (3rd  edition ), PP : 185-192, Washington, 
DC, copy right by American Psychological Association, Amazon.com. 
 
•  Preston. K.(2013). Depression and the College Student. 
https://www.fastweb.com/student-life/articles/depression-and-the-college-student 
110 
 
 • Perry. B (2004).Understanding traumatized and maltreated children: The core 
concepts living and working with traumatized children. The Child Trauma Academy, 
PP:(102-118) .www.ChildTrauma.org. 
  
• Phang. K, Sherina. S, Zubaidah . O, Noor . N, Firdaus. M, Siti. I. and Normala. I. 
(2015). Prevalence of psychological stress among undergraduate students attending 
health program in a Malaysian university. Science and technology journal, Vol. 23, 
No (1),PP:42-47.  
 
• Polgar. S, Thomas. A. (1997): Introduction to research in the health sciences, (Fifth 
edition).http://www.amazon.com//Introduction Research Health Sciences. Accessed 
on September 2013. 
 
• Polit. F and Beck .A  (2004). Nursing Research Principles and Methods, Seventh 
edition, http://www.amazon.com/Nursing-Research-Principles- Methods Practice /dp/ 
0781737338. Accessed on June 2013. 
 
•  Powers. S, Welsh. D (1999).  Mother-daughter interactions and adolescent girls' 
depression. 2ed edition.  In : Patricia. K, Marc. S, Stuart. T. (2011). Adolescence and 
Beyond  Family Processes and Development, Book , Ed  (3), PP: 243 – 281, Oxford 
University Press, Amazon.com,  https://books.google.ps . PP: 29 -33. 
 
• Prince. M, Patel. V, Saxen. S. (2007). No health without mental health. 2nd  
Edition, Lancet2007,PP:859-877, PMID:17804063DOI:10.1016/S014636(07)61238-0 
 
• Quince. T, Wood. D, Parker. R, Benson. J. (2012). Prevalence and persistence of 
depression among undergraduate medical students: a longitudinal study at one UK 
medical school,  BMJ Open, Vol. 2 , No(4), PP: 15-19. 
 
• Raab. A, Mackintosh. A, Gros.F. (2015).  Impact of co morbid depression on quality 
of life in male combat Veterans with posttraumatic stress disorder. JRRD. Vol. 52 , 
PP:563-576. 
 
• Reynolds. J, Ross. C. (1998):  Social stratification and health education’s benefit 
beyond economic status, social origins and  social problems , International Journal of 
Social Psychiatry, Vol. 45, No (2),  PP: 221-247. 
111 
 
 
•  Rezayat. F, Nayari. N. (2014).The level of depression and assertiveness among 
nursing students, Journal of Community Based Nursing and Midwifery, Vol.2, No(3), 
PP: 177-184. 
 
• Rosebaum .K, Chair.E , Byngton. R and Cherry. S. (2016). Radiographic students: 
Factors contributing to their stress and methods of coping, Thesis, United state, ETSU 
Site, http://dc.etsu.edu/etd/3111. 
 
• Ross. E, Mirowsky. J (2010 ). Why education is key to socioeconomic differentials in 
health. 6th Edition, Published  by Vanderbilt University Press TN, PP: 33-51 
http://coss.edu/d6/sociology/sites/default/files/SYA6933-02-Burdette.pdf .S. 
 
• Ross. E, Mirowsky. J, Malter. F. (2006). Sex differences in the effect of education on 
depression: Resource multiplication or resource substitution, Journal of social science 
and  medicine, Vol. 63, PP: 1400-1413. 
 
• Sabah. K,(2013). Academic Stress, Anxiety and Depression among College Students, A Brief 
Review Study, International Review of Social Sciences and Humanities Vol. 5, No. 1, pp. 
135-143. E-mail: Kumsi2000@gmail.com 
 
• Sabih. F, Siddiaul. S and Baber. M (2013). Assessment of stress among physiotherapy 
students at Riphah Center of Rehabilitation sciences in Pakistan. Journal Pak Med 
Association, Vol. 63, No(3), PP:346-349. 
 
• Safiri. S, Khaaniani. N, Kusha.A, Narimani. M, Karamzad. N. (2013). Prevalence of 
depression and its association factors using Beck Depression Inventory among 
students of school of health and nutrition, Iran, Journal of analytical research in 
clinical medicine,Vol.2, No(4), PP: 83-89 doi: 10.5681/jarcm.2013.012. 
 
• Sandra. M (2008): Introduction to Health Sciences Librarianship, 2nd edition, PP (127-
142), https:books.google. 
 
• Schoevers. R (2008). Prevention of late-life depression in primary care: do we know where to 
begin. American Journal of Psychiatry, Vol.(163), PP: 1611–1621 
 
112 
 
• Schumaker. F (1992). Religion and mental health. 3rd edition, New York, NY US: 
Oxford University Press. Journal of Social and Clinical Psychology, Vol. 18 No.(2), 
PP: 181- 203. doi:10.1521/jscp.1999.18.2.181. 
 
• Seligman, P. (1973). Fall into helplessness. 1st edition, In. McLeod. S (2015) : 
Psychological Theories of Depression , Psychology today , org/depression.html, Vol. 
7, no (1), PP: 43-48 . 
 
• Seligman. P (1974). Depression and learned helplessness. In, Miller. B, William. R, 
Martin.  E (2016 ). Depression and learned helplessness in man,  Journal of Abnormal 
Psychology, Vol. 84, No (31), PP: 228-238 . 
 
•  Sexton. E, Mackay. E, Ebmeier. P. (2013). A systematic review and meta analysis of 
magnetic resonance imaging studies in late-life depression, Am J Geriatric Psychiatry, 
Vol. 21, PP: 184-195. S1064-7481(12)00023-1,PubMed. 
 
• Sharma. A, Gupta. S,  Khare. N, Agarwal. S. (2015 ). Assessment of depression 
among medical students of private university in Bhopal, INDIA, National Journal of 
Community Medicine, Vol. 6, PP: 161-165. 
  
• Smyth. R. (2004). Exploring the Usefulness of a Conceptual Framework as a 
Research tool. A Research's Reflections. The Educational Research, Vol. 14 No. (2), 
PP: 167-180. 
 
• Sreeramareddy.T, Shankar. P, Mukhopadhy. C, Biswabina. R. (2007). Psychological 
morbidity, sources of stress and coping strategies among undergraduate medical 
students, Nepal, BMC Medical Education,Vol.6, No.(1), PP:25-28, doi.org/10.1186. 
 
• Steptoe. A, Tsuda .A, Tanaka Y.(2007). Depressive symptoms, socio-economic 
background, sense of control, and cultural factors in university students from 23 
countries. International journal of behavioral medicine. Vol. 14, PP: 97–107. 
pmid:17926438 
 
113 
 
• Sullivan. P, Neale. M, Kendler. K. (2000). Genetic epidemiology of major depression 
Review and meta-analysis. Am J Psychiatry, Vol. 157,No (10),  pp:1552–1562. 
PubMed. 
  
• Sun. S and Zoriah. A,(2015). Assessing stress among undergraduate pharmacy 
students in university of Malaya, Malaysia, Indian Journal of Pharmaceutical 
Education and Research, Vol. 49, No. (2), PP: 244-250. 
 
• Taha. A and Sabra. A. (2012). Perceived stress among male students in university of 
Dammam, Saudi Arabia, Journal of American Science, Vol. 8, No.(6), PP: 290-295 
http://www.americanscience.org. 
 
• Tan. M, Sidik. S, Rampal. L, Ibrahim. N. (2013). Prevalence and Predictors of 
Suicidality Among Medical Students in A Public University, Med Journal Malaysia, 
Vol. 70, No (1), PP: 1-4. 
 
• Ten. K and Say.Y (2012). Prevalence of depression and cognitive distortion among a 
cohort of Malaysia tertiary students. Faculty of Science, University of Abdul Rahman  
Malaysia. Research in Neuroscience Journey, Vol.11, No. (1), PP: 11-17. 
 
• Teri. L (1982). The use of Beck Depression Inventory with adolescence, University of 
Oregon, Journal of Abnormal Child Psychology, Vol. 10, No (2), PP: 277-284. 
 
• Tyrrell. M, Elliott . R , (2013).The Depression learning Path, 2ed edition, PP:34-44, 
http://www.clinical-depression.co.uk/downloads/Depression-Learning-Path-Free.pdf 
 
• Thawableh. M, and Qaisy. L. (2012). Assessing stress among university students at  
Al-Tafila University. Jordan, American International Journal of Contemporary 
Research, Vol. 2, No.(2), PP:122-140. 
 
• Vasegh. S, Mohammadi. R. (2007). Religiosity, anxiety and depression among a 
sample of Iranian medical students, International Journal Psychiatry Med., Vol. 37, 
No (2), PP:213-2 27. 
 
• Vernon. A ,(2006). Thinking, feeling and behaving, An emotional education 
curriculum for adolescence , PP: 340 – 345 , 2nd edition, Champaign, Research press. 
 
114 
 
•  Wright. M., Hogan, S. (2008). Grief theories and models: Applications to hospice 
nursing practice. Journal of Hospice and Palliative Nursing, Vol. 10 No.(6), PP: 350-
356.  
 
• Zeiher, D. (2012). Bereavement and college students: An intervention proposal. 
Master's thesis. http://www.winona.edu/counseloreducation/imagespdf. 
 
• William.D, Stock .S, Lee. A (2012). Marriage Status and Happiness, Journal of 
Marriage and the family, Vol.(7) ,No.(2), PP:(961-967)  
 
• Zahran. S, Fathy. H, and Madbouly. N. (2015). Cognitive impairment in depressed 
students among health sciences students in Cairo University, Egypt, Egyptian journal 
of psychiatry Vol.36,  No (1),  PP: 54-59. 
   
Web Sites: 
 
• http://bk.unesa.ac.id/wpcontent/uploads/2015/09/Theory  
 
• www. mentalhelp.net / cognitive behavioral therapy for major depression . SEP 19, 
2007  
 
• http://www.webmd.com/depression/guide/depression symptoms and types . 
   
• https://www.mentalhelp.net/articles/cognitive theories fmajor depression ellis and 
bandura / Depression: Major Depression & Unipolar Varieties , 2009. 
 
• Archives of General Psychiatry (2010), Vol.(62),No.(6),PP(617-627) 
 
• www.Alquds.edu , ( 2015)  : Al-Quds University ,  The Faculty of Medicine 
 
• Palestinian Central Bureau of Statistics, 2014. Published annual report 2014. 
http://www.pcbs.gov.ps/Downloads/book2040.pdf. Accessed on May 2014. 
 
• Palestinian Central Bureau of Statistics ,(2016), The average of family size. 
http:/www.pcbc.gov.ps/Downloads/book2050.dff.  
  
115 
 
• www.Lockman.org , Depression and burnout (2016) 
 
• EmoryUniversityReport2011.http://www.emorycaresforyou.emory.edu/resources/suic
idestatistics.html. 
 
• http://www.simplypsychology.org/piaget.html. 
 
• http://www.simplypsychology.org/Bandura’s.html. 
 
• Steering Committee for Mental Health report (2010).Occupied Palestinian Territories 
http://SCMH.com. 
 
• http://www.CCMH.com (Center for collegiate Mental Health, Penn State 
University.2017). 
 
• World Health Organization, (2017) : Depression  is a global Crisis, World Mental 
Health Day. http :// www .WHO. int /mental health/management /depression/ 
wfmh_paper_depression_wmhd_2012 .pdf. Accessed on September 2014 . 
 
• World Health Organization, (2016): Women Puberty. Psychological characteristics 
http :// www .WHO/mental health/management // Women_cmhd. 
 
• World Health Organization, (2012): The rate of depression among people http with 
diabetes :// www .WHO/mental health/incidence rate //Do:nn2lh478eugfd9nd. 
 
• Internal optimist BlogSpot . com, A UK medical student blog, An example of the mix 
of science and clinical training in medical school, retrieved on January 26, 2009. 
 
• http://www.raosoft.com/samplesize.html 
•  American Psychological Association survey(2013), 
https://guilfordjournals.com/doi/abs/10.1521/suli.35.1.3.59263  
• Archives of General Psychiatry (2010). Arch Gen Psychiatry. 2010;67(1):37-46. 
doi:10.1001/archgenpsychiatry.2009.168 
 
 
 
116 
 
  ﺮﺑﯿﺔ :اﻟﻤﺮاﺟﻊ ﺑﺎﻟﻠﻐﺔ اﻟﻌ
 
ﯾﺴﺘﻌﺮض ﻟﻠﺠﻨﺔ اﻟﻮطﻨﯿﺔ ﻟﻠﺴﻜﺎن اﻹﺣﺼﺎء اﻟﻔﻠﺴﻄﯿﻨﻲ واﺗﻘﺮﯾﺮ  ( .6102اﻟﻔﻠﺴﻄﯿﻨﻲ )ﺎز اﻟﻤﺮﻛﺰ ﻟﻺﺣﺼﺎء اﻟﺠﮭ
 .أوﺿﺎع اﻟﺴﻜﺎن ﻓﻲ ﻓﻠﺴﻄﯿﻦ
 
ﺟﺎﻣﻌﮫ ( اﻻﺗﺠﺎه ﻧﺤﻮ اﻻﻟﺘﺰام اﻟﺪﯾﻨﻲ وﻋﻼﻗﺘﮫ ﺑﺎﻟﺘﻜﯿﻒ اﻟﻨﻔﺴﻲ واﻻﺟﺘﻤﺎﻋﻲ ﻟﺪى طﻠﺒﺔ 6002) ﺑﺮﻛﺎت. ز
 .ﺑﺤﺚ ﻣﻨﺸﻮر ،ﻣﻨﻄﻘﺔ طﻮﻟﻜﺮم اﻟﺘﻌﻠﯿﻤﯿﺔ  ،ﻔﺘﻮﺣﺔ اﻟﻘﺪس اﻟﻤ
 
ﻟﺪى طﻠﺒﺔ ﺟﺎﻣﻌﮫ ﺗﺒﻮك  اﻷﺳﺮﯾﺔاﻟﺘﻨﺸﺌﺔ  وأﻧﻤﺎطاﻟﺘﺪﯾﻦ وﻋﻼﻗﺘﮫ ﺑﺎﻟﻜﻔﺎءة اﻻﺟﺘﻤﺎﻋﯿﺔ . (9002) اﻟﻘﺤﻄﺎﻧﻲ. م
 .ﺑﺤﺚ ﻣﻨﺸﻮر ،ﺟﺎﻣﻌﺔ ﻣﺆﺗﺔ  ،
  
 ﻧﺤﻮ اﻻﻟﺘﺰام اﻟﺪﯾﻨﻲ وﻋﻼﻗﺘﮫ ﺑﺎﻟﺘﻮاﻓﻖ اﻟﻨﻔﺴﻲ ﻟﺪى طﻠﺒﺔ اﻻﺗﺠﺎه.( 1102)  ص .اﺑﻮ ﻧﺎھﯿﺔ ، . نﻋﻘﯿﻼن
 .ﻏﺰه ،ﻛﻠﯿﺔ اﻟﺘﺮﺑﯿﺔ  ،رﺳﺎﻟﺔ ﻣﺎﺟﺴﺘﯿﺮ ﻣﻨﺸﻮره  ،ﺟﺎﻣﻌﮫ اﻻزھﺮ ﺑﻐﺰه 
 
ﻣﺮﻛﺰ دراﺳﺎت اﻟﻮﺣﺪة دار ، 07، ص اﻟﻨﻈﺎم اﻷﺑﻮي و إﺷﻜﺎﻟﯿﺔ ﺗﺨﻠﻒ اﻟﻤﺠﺘﻤﻊ اﻟﻌﺮﺑﻲ( 0002ﺷﺮاﺑﻲ. ه )
 /moc.topsgolb.fdp4batek//:ptthﻟﻠﻨﺸﺮ  اﻟﻌﺮﺑﯿﺔ
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 ﺟﺎﻣﻌﺔ اﻟﻘﺪس
 ﻋﻤﺎدة اﻟﺪراﺳﺎت اﻟﻌﻠﯿﺎ 
 ﻣﺎﺟﺴﺘﯿﺮ اﻟﺼﺤﺔ اﻟﻨﻔﺴﯿﺔ اﻟﻤﺠﺘﻤﻌﯿﺔ ﻛﻠﯿﺔ اﻟﺼﺤﺔ اﻟﻌﺎﻣﺔ /
 رﺳﺎﻟﺔ ﻣﺎﺟﺴﺘﯿﺮ 
 7102
 
 ﻣﺪى اﻧﺘﺸﺎر اﻻﻛﺘﺌﺎب  ﻟﺪى طﻠﺒﺔ اﻟﻌﻠﻮم اﻟﺼﺤﯿﺔ  ﻓﻲ ﺟﺎﻣﻌﺔ اﻟﻘﺪس
 
 ﻋﺰﯾﺰي / ﻋﺰﯾﺰﺗﻲ 
 
 ﺗﺤﯿﺔ طﯿﺒﺔ وﺑﻌﺪ :
 
ﻟﺪى طﻠﺒﺔ اﻟﻌﻠﻮم اﻟﺼﺤﯿﺔ ﻓﻲ ﺟﺎﻣﻌﺔ ﻣﺪى اﻧﺘﺸﺎر اﻻﻛﺘﺌﺎب  ﯾﻘﻮم اﻟﺒﺎﺣﺚ / اﻟﻄﺎﻟﺐ  ﺑﺈﺟﺮاء دراﺳﺔ ﺑﻌﻨﻮان "
" ، وذﻟﻚ اﺳﺘﻜﻤﺎﻻ ﻟﻨﯿﻞ درﺟﺔ اﻟﻤﺎﺟﺴﺘﯿﺮ ﻓﻲ اﻟﺼﺤﺔ اﻟﻨﻔﺴﯿﺔ  ، وﻟﺘﺤﻘﯿﻖ ھﺬه اﻟﺮﺳﺎﻟﺔ ﯾﻀﻊ اﻟﺒﺎﺣﺚ /  اﻟﻘﺪس
 اﻟﻄﺎﻟﺐ  ﺑﯿﻦ أﯾﺪﯾﻜﻢ اﺳﺘﺒﺎﻧﮫ ﺗﺘﻜﻮن ﻣﻦ ﻗﺴﻤﯿﻦ ﻟﺠﻤﻊ اﻟﻤﻌﻠﻮﻣﺎت اﻟﻼزﻣﺔ ﻟﻠﺪراﺳﺔ . 
 
ﻊ أﺳﺌﻠﺔ وأﻗﺴﺎم اﻻﺳﺘﺒﺎﻧﮫ ، واﺧﺘﯿﺎر ﻣﺎ ﯾﻨﺎﺳﺒﻜﻢ ﻣﻦ ﻟﺬا ﯾﺮﺟﻮ اﻟﺒﺎﺣﺚ/ اﻟﻄﺎﻟﺐ  ﻣﻦ ﺣﻀﺮﺗﻜﻢ اﻹﺟﺎﺑﺔ ﻋﻠﻰ ﺟﻤﯿ
،  دون اﺳﺘﺜﻨﺎء وﺑﻜﻞ ﺻﺮاﺣﺔ   ﺑﻤﺎ ﻓﯿﮫ اﻟﯿﻮماﻹﺟﺎﺑﺎت واﻟﺘﻲ ﺗﻌﻜﺲ ﺷﻌﻮرﻛﻢ ﺧﻼل اﻷﺳﺎﺑﯿﻊ  اﻟﻤﺎﺿﯿﺔ 
وﻣﺼﺪاﻗﯿﺔ وأﻣﺎﻧﺔ ، ﻣﻊ اﻟﺘﺄﻛﯿﺪ أن ﺟﻤﯿﻊ اﻟﻤﻌﻠﻮﻣﺎت ﺳﺘﻌﺎﻣﻞ ﺑﺴﺮﯾﺔ ﻛﺎﻣﻠﺔ وﻟﻦ ﺗﺴﺘﺨﺪم إﻻ ﻟﻐﺮض اﻟﺒﺤﺚ 
ھﺬه اﻟﺪراﺳﺔ طﻮﻋﯿﺔ ﻓﻼ داﻋﻲ ﻟﻜﺘﺎﺑﺔ اﻻﺳﻢ اﻟﺸﺨﺼﻲ ﻋﻠﻰ اﻻﺳﺘﺒﺎﻧﮫ ، ﻛﻤﺎ  اﻟﻌﻠﻤﻲ ، وان ﻣﺸﺎرﻛﺘﻜﻢ ﻓﻲ
 ﺗﺴﺘﻄﯿﻊ/ي اﻻﻧﺴﺤﺎب ﻣﺘﻰ  ﺷﺌﺖ .
 
 
 ﺷﺎﻛﺮا ﻟﻜﻢ ﺣﺴﻦ ﺗﻌﺎوﻧﻜﻢ
 اﻟﻄﺎﻟﺐ / اﻟﺒﺎﺣﺚ : ﻋﯿﺴﻰ اﺑﻮﻋﺮام
 
  اﻟﻤﺸﺮف  : اﻟﺪﻛﺘﻮرة ﻧﺠﺎح اﻟﺨﻄﯿﺐ
 
 811
 
 اﻟﻘﺴﻢ اﻷول  /    اﻟﻤﻌﻠﻮﻣﺎت اﻻﺟﺘﻤﺎﻋﯿﺔ 
 
 ( ذﻛﺮ 2( أﻧﺜﻰ                                                      )1:                        ) اﻟﺠﻨﺲ -1
 اﻟﻌﻤﺮ  :   ) ..........   (  -2
 ( ﻣﺘﻮﻓﺎة2( ﻋﻠﻰ ﻗﯿﺪ اﻟﺤﯿﺎة                                           )1اﻟﻮاﻟﺪة  :                       ) -3
 ( ﻣﺘﻮﻓﻰ2( ﻋﻠﻰ ﻗﯿﺪ اﻟﺤﯿﺎة                                           )1)        اﻟﻮاﻟﺪ   :                -4
 إذا ﻛﺎن اﻟﻮاﻟﺪﯾﻦ ﻋﻠﻰ ﻗﯿﺪ اﻟﺤﯿﺎة ھﻞ :  -5
 
 ( اﺣﺪ اﻟﻮاﻟﺪﯾﻦ ﻣﺘﻮﻓﻲ3( ھﻤﺎ ﻣﻨﻔﺼﻠﯿﻦ او ﻣﻄﻠﻘﯿﻦ                 ) 2ﯾﻌﯿﺸﺎن ﻣﻌﺎ            ) (1)
  
 ..................................ﺑﺼﺮف اﻟﻨﻈﺮ ﻋﻦ ﻧﻔﺴﻚ ، ﻣﺎ ﻋﺪد أﺧﻮاﺗﻚ وإﺧﻮاﻧﻚ :  -6
 
 ( ﺗﻤﺮﯾﺾ4( ﺻﯿﺪﻟﺔ        )3( طﺐ أﺳﻨﺎن        )2( طﺐ ﺑﺸﺮي     )1اﻟﺘﺨﺼﺺ اﻟﺪراﺳﻲ : ) -7
 ( ﻗﺒﺎﻟﺔ 8( ﻋﻼج طﺒﯿﻌﻲ   )7( أﺷﻌﺔ               )6( ﻣﺨﺘﺒﺮات     )5)                        
 
 ( اﻟﺴﻨﺔ اﻟﺜﺎﻟﺜﺔ 3ﺔ اﻟﺜﺎﻧﯿﺔ       )( اﻟﺴﻨ2( اﻟﺴﻨﺔ اﻷوﻟﻰ   )1اﻟﺴﻨﺔ اﻟﺪراﺳﯿﺔ :     ) -8
 ( اﻟﺨﺎﻣﺴﺔ ﻓﻤﺎ ﻓﻮق 5( اﻟﺴﻨﺔ اﻟﺮاﺑﻌﺔ  )4)                       
 ( ﻣﺨﯿﻢ 3( ﻗﺮﯾﺔ               )2( ﻣﺪﯾﻨﺔ           )1ﻣﻜﺎن اﻟﺴﻜﻦ  :       ) -9
 ( ﺟﻨﻮب اﻟﻀﻔﺔ 3( وﺳﻂ اﻟﻀﻔﺔ      )2( ﺷﻤﺎل اﻟﻀﻔﺔ   )1ﻣﻨﻄﻘﺔ اﻟﺴﻜﻦ :       ) -01
 ﻟﺸﯿﻜﻞ : دﺧﻞ اﻷﺳﺮة ﺑﺎ -11
 0005( أﻛﺜﺮ ﻣﻦ 3)                         0005-0052( ﻣﻦ 2)             0052( اﻗﻞ ﻣﻦ 1)
 
 ( ﻏﯿﺮ ذﻟﻚ 3( اﻟﻤﺴﯿﺤﯿﺔ          )2( اﻹﺳﻼم             )1ﻣﺎ ھﻲ دﯾﺎﻧﺘﻚ :        ) -21
 
ﻋﻠﻰ اﻟﻤﻘﯿﺎس اﻟﺘﺎﻟﻲ ، ﻣﺎ ﺗﻘﯿﻤﻚ ﻟﻘﻮة اﻋﺘﻘﺎداﺗﻚ اﻟﺪﯾﻨﯿﺔ ؟  ) ﯾﺮﺟﻰ وﺿﻊ داﺋﺮة ﺣﻮل اﻹﺟﺎﺑﺔ اﻟﺘﻲ  -31
 ﺗﻨﻄﺒﻖ ﻋﻠﯿﻚ ﺗﻤﺎﻣﺎ ( 
 
 ﻗﻮي ﺟﺪا       1 0         9        8      7        6     5     4        3       2       1       0ﺿﻌﯿﻒ   
   
 
 
 
 
 911
 
 ( ﻻ 2( ﻧﻌﻢ                       )1ھﻞ ﻟﺪﯾﻚ أﻣﺮاض ﻋﻀﻮﯾﺔ :          ) -41
 
 إذا ﻛﺎﻧﺖ اﻹﺟﺎﺑﺔ ﻧﻌﻢ اﻟﺮﺟﺎء ﺗﺤﺪﯾﺪھﺎ : .......................... -
 ..................................................................................... -
 ( ﻻ2( ﻧﻌﻢ                      )1ھﻞ ﺗﻌﺘﻘﺪ ﺑﺎن ﻟﺪﯾﻚ ﻣﺸﻜﻼت ﻧﻔﺴﯿﺔ : ) -51
 إذا ﻛﺎﻧﺖ اﻹﺟﺎﺑﺔ ﻧﻌﻢ اذﻛﺮھﺎ ...............................
 :  اﻟﻘﺴﻢ اﻟﺜﺎﻧﻲ 
 
اﻗﺮأ /ي ﻛﻞ ﻣﺠﻤﻮﻋﺔ ﻋﻠﻰ ﺣﺪة ، ﺛﻢ ﺿﻊ/ي داﺋﺮة ﺣﻮل اﻟﺮﻗﻢ أﻣﺎم اﻟﻌﺒﺎرة اﻟﺘﻲ ﺗﺼﻒ ﺣﺎﻟﺘﻚ/ي  ﺧﻼل اﻟﺸﮭﺮ  
اﻷﺧﯿﺮ ﺑﻤﺎ ﻓﯿﮭﺎ اﻟﯿﻮم ، ﺗﺄﻛﺪ /ي ﻣﻦ ﻗﺮاءﺗﻚ ﻟﻜﻞ ﻋﺒﺎرة ﻓﻲ اﻟﻤﺠﻤﻮﻋﺔ ﻗﺒ�ﻞ ان ﺗﺨﺘ�ﺎر /ي واﺣ�ﺪ ﻣﻨﮭ�ﺎ ، ﺗﺄﻛ�ﺪ /ي 
 ﻣﻦ اﻧﻚ ﻗﺪ أﺟﺒﺖ ﻋﻠﻰ ﻛﻞ اﻟﻤﺠﻤﻮﻋﺎت.
 
 
 اﻟﻤﺠﻤﻮﻋﺔ اﻷوﻟﻰ 
 
 
 
 أﻧﺎ اﺷﻌﺮ ﺑﺎﻟﺤﺰن  أ
 أﻧﺎ ﺣﺰﯾﻦ طﯿﻠﺔ اﻟﻮﻗﺖ وﻻ اﺳﺘﻄﯿﻊ أن أﺗﺨﻠﺺ ﻣﻦ ھﺬا اﻟﺸﻌﻮر ب
 أﻧﺎ ﻻ اﺷﻌﺮ ﺑﺎﻟﺤﺰن . ج
 أﻧﺎ ﺣﺰﯾﻦ ﺟﺪا أو ﻏﯿﺮ ﺳﻌﯿﺪ إﻟﻰ ﺣﺪ ﻻ اﺳﺘﻄﯿﻊ ﺗﺤﻤﻠﮫ  د
 
 
 اﻟﻤﺠﻤﻮﻋﺔ اﻟﺜﺎﻧﯿﺔ 
 
 
 
 اﺷﻌﺮ ﺑﺄن اﻟﻤﺴﺘﻘﺒﻞ ﻏﯿﺮ ﻣﺸﺠﻊ أ
 اﺷﻌﺮ ﺑﺄﻧﮫ ﻟﻢ ﯾﻌﺪ ﻟﺪى ﺷﯿﺌﺎ أﺗﻄﻠﻊ إﻟﯿﮫ  ب
 أﻧﺎ ﻟﺴﺖ ﻣﺘﺸﺎﺋﻤﺎ ﻓﻲ ﻧﻈﺮﺗﻲ ﻟﻠﻤﺴﺘﻘﺒﻞ  ج
 أﺷﻌﺮ ﺑﺄن اﻟﻤﺴﺘﻘﺒﻞ ﻻ آﻣﻞ ﻓﯿﮫ وأن اﻷﻣﻮر ﻻ ﯾﻤﻜﻦ أن ﺗﺼﺒﺢ أﺣﺴﻦ   د
 
 اﻟﻤﺠﻤﻮﻋﺔ اﻟﺜﺎﻟﺜﺔ 
 
 
 أﺷﻌﺮ ﺑﺄﻧﻨﻲ ﻗﺪ ﻓﺸﻠﺖ أﻛﺜﺮ ﻣﻦ اﻹﻧﺴﺎن اﻟﻌﺎدي  أ
ﻋﻨﺪﻣﺎ اﻧﻈﺮ إﻟﻰ ﺣﯿﺎﺗﻲ اﻟﻤﺎﺿﯿﺔ ، ﻓﺎن ﻛﻞ ﻣﺎ اﺳﺘﻄﯿﻊ رؤﯾﺘﮫ ھﻮ اﻟﻜﺜﯿ�ﺮ  ب
 ﻣﻦ اﻟﻔﺸﻞ 
 ﻻ أﺷﻌﺮ ﺑﺄﻧﻨﻲ ﺷﺨﺺ ﻓﺎﺷﻞ  ج
 أﺷﻌﺮ ﺑﺄﻧﻨﻲ ﺷﺨﺺ ﻓﺎﺷﻞ ﺗﻤﺎﻣﺎ  د
 
 ﻟﻢ اﻋﺪ اﺳﺘﻤﺘﻊ ﺑﺎﻷﺷﯿﺎء ﺑﻨﻔﺲ اﻟﻄﺮﯾﻘﺔ اﻟﺘﻲ ﻛﻨﺖ ﻋﻠﯿﮭﺎ ﻣﻦ ﻗﺒﻞ أ 
 ﻟﻢ اﻋﺪ أﺣﺼﻞ ﻋﻠﻰ اﻟﺸﻌﻮر ﺑﺎﻟﺮﺿﺎ اﻟﺤﻘﯿﻘﻲ ﻓﻲ أي ﺷﻲء أﺑﺪا ب اﻟﻤﺠﻤﻮﻋﺔ اﻟﺮاﺑﻌﺔ
 اﺷﻌﺮ ﺑﺎﻟﺮﺿﺎ اﺗﺠﺎه ﻣﺎ اﻓﻌﻠﮫ ﻓﻲ ﺣﯿﺎﺗﻲ  ج
 أﻧﺎ ﻏﯿﺮ راﺿﻲ أو أﺷﻌﺮ ﺑﺎﻟﻤﻠﻞ ﻓﻲ ﻛﻞ ﺷﻲء  د
 
 021
 
 
 اﻟﻤﺠﻤﻮﻋﺔ اﻟﺨﺎﻣﺴﺔ 
 
 
 
 اﺷﻌﺮ ﺑﺎﻟﺬﻧﺐ ﻓﻲ ﻛﺜﯿﺮ ﻣﻦ اﻷوﻗﺎت  أ
 اﺷﻌﺮ ﺑﺎﻟﺬﻧﺐ ﺗﻘﺮﯾﺒﺎ ﻣﻌﻈﻢ اﻷوﻗﺎت   ب
 ﻻ أﺷﻌﺮ ﺑﺎﻟﺬﻧﺐ ﻟﻤﺎ أﻗﻮم ﺑﮫ ﻣﻦ ﺗﺼﺮﻓﺎت  ج
 أﺷﻌﺮ ﺑﺎﻟﺬﻧﺐ طﯿﻠﺔ اﻟﻮﻗﺖ  د
 
 اﻟﻤﺠﻤﻮﻋﺔ اﻟﺴﺎدﺳﺔ
 
 
 
 
 أﺷﻌﺮ أﻧﻨﻲ ﻗﺪ أﻋﺎﻗﺐ أ
 أﻧﻨﻲ أﺗﻮﻗﻊ ان أﻋﺎﻗﺐ ب
 ﻻ اﺷﻌﺮ ﺑﺄﻧﻨﻲ أﻋﺎﻗﺐ ج
 أﺷﻌﺮ ﺑﺄﻧﻨﻲ أﻋﺎﻗﺐ ﻓﻌﻼ  د
 
 
 اﻟﻤﺠﻤﻮﻋﺔ اﻟﺴﺎﺑﻌﺔ 
 
 
 
 أﺷﻌﺮ ﺑﺨﯿﺒﺔ أﻣﻞ ﻓﻲ ﻧﻔﺴﻲ  أ
 أﻧﺎ ﻣﺸﻤﺌﺰ ﻣﻦ ﻧﻔﺴﻲ  ب
 ﻻ أﺷﻌﺮ ﺑﺨﯿﺒﺔ أﻣﻞ ﻓﻲ ﻗﺮاره ﻧﻔﺴﻲ ج
 أﻧﻨﻲ أﻛﺮه ﻧﻔﺴﻲ  د
 
 
 اﻟﻤﺠﻤﻮﻋﺔ اﻟﺜﺎﻣﻨﺔ 
 
 
 
 او أﺧﻄﺎﺋﻲإﻧﻨﻲ اﻧﺘﻘﺪ ﻧﻔﺴﻲ ﻓﻲ ﺣﺎﻻت ﺿﻌﻔﻲ  أ
 إﻧﻨﻲ أﻟﻮم ﻧﻔﺴﻲ طﯿﻠﺔ اﻟﻮﻗﺖ ﻓﻲ أﺧﻄﺎﺋﻲ ب
 ﻻ أﺷﻌﺮ ﺑﺄﻧﻨﻲ ﺑﺤﺎل ﻣﻦ اﻷﺣﻮال أﺳﻮأ ﻣﻦ اﻵﺧﺮﯾﻦ ج
 إﻧﻨﻲ أﻟﻮم ﻧﻔﺴﻲ ﻋﻠﻰ أي ﺷﻲء ﺳﯿﺊ ﯾﺤﺪث  د
 
 
  اﻟﻤﺠﻤﻮﻋﺔ اﻟﺘﺎﺳﻌﺔ 
 
 
 
 ﻟﺪي أﻓﻜﺎر ﺣﻮل اﻟﺘﺨﻠﺺ ﻣﻦ ﺣﯿﺎﺗﻲ وﻟﻜﻨﻲ ﻟﻦ أﻗﺪم ﻋﻠﯿﮭﺎ  أ
 أرﻏﺐ ﻓﻲ اﻟﺘﺨﻠﺺ ﻣﻦ ﺣﯿﺎﺗﻲ  ب
 ﻟﺪي أﯾﺔ أﻓﻜﺎر ﻟﻠﺘﺨﻠﺺ ﻣﻦ ﺣﯿﺎﺗﻲﻟﯿﺲ  ج
 ﺳﻮف أﺗﺨﻠﺺ ﻣﻦ ﺣﯿﺎﺗﻲ إذا أﺗﯿﺤﺖ ﻟﻲ اﻟﻔﺮﺻﺔ  د
 
 
 اﻟﻤﺠﻤﻮﻋﺔ اﻟﻌﺎﺷﺮة 
 
 
 
 أﺻﺒﺤﺖ أﺑﻜﻲ أﻛﺜﺮ ﻣﻦ اﻟﻤﻌﺘﺎد أ
 إﻧﻨﻲ أﻻن أﺑﻜﻲ طﯿﻠﺔ اﻟﻮﻗﺖ  ب
 ﻻ اﺑﻜﻲ أﻛﺜﺮ ﻣﻦ اﻟﻤﻌﺘﺎد  ج
ﻟﻘﺪ ﻛ�ﺎن ﺑﻤﻘ�ﺪوري ان اﺑﻜ�ﻲ ﻓﯿﻤ�ﺎ ﻗﺒ�ﻞ وﻟﻜﻨ�ﻲ أﻻن ﻻ اﺳ�ﺘﻄﯿﻊ أن أﺑﻜ�ﻲ  د
 رﻏﻢ إﻧﻨﻲ أرﯾﺪ ذﻟﻚ  
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  اﻟﻤﺠﻤﻮﻋﺔ اﻟﺤﺎدﯾﺔ ﻋﺸﺮ 
 
 
 
 أﻧﺰﻋﺞ وأﺗﻮﺗﺮ ﺑﺴﮭﻮﻟﺔ أﻛﺜﺮ ﻣﻦ اﻟﻤﻌﺘﺎد  أ
 أﺷﻌﺮ أﻻن ﺑﺄﻧﻨﻲ ﻣﻨﻔﻌﻞ وﻣﺘﮭﯿﺞ طﯿﻠﺔ اﻟﻮﻗﺖ  ب
 ﻟﺴﺖ اﻵن أﻛﺜﺮ ﺗﻮﺗﺮا او ﻗﻠﻘﺎ ﻣﻤﺎ ﻛﻨﺖ ﻋﻠﯿﮫ داﺋﻤﺎ   ج
ﻻ اﻧﻔﻌﻞ وﻻ أﺗﮭﯿﺞ إطﻼﻗﺎ ﺣﺘﻰ ﻣﻦ اﻷﺷﯿﺎء اﻟﺘﻲ ﻛﺎﻧﺖ ﺗﺴﺒﺐ ﻟﻲ ذﻟ�ﻚ )  د
 ﻓﻲ اﻟﺤﻘﯿﻘﺔ ﻟﻢ أﻋﺪ أﺑﺎﻟﻲ ﺑﺸﻲء 
 
 
 اﻟﻤﺠﻤﻮﻋﺔ اﻟﺜﺎﻧﯿﺔ ﻋﺸﺮ
 
 
 أﺻﺒﺢ اھﺘﻤﺎﻣﻲ ﺑﺎﻟﻨﺎس اﻵﺧﺮﯾﻦ اﻗﻞ ﻣﻦ اﻟﻤﻌﺘﺎد أ
 ﻟﻘﺪ ﻓﻘﺪت ﻣﻌﻈﻢ اھﺘﻤﺎﻣﻲ ورﻏﺒﺘﻲ ﻓﻲ اﻟﻨﺎس اﻵﺧﺮﯾﻦ ب
 اﻵﺧﺮﯾﻦﻟﻢ اﻓﻘﺪ اھﺘﻤﺎﻣﻲ أو رﻏﺒﺘﻲ ﺑﺎﻟﻨﺎس  ج
 ﻟﻘﺪ ﻓﻘﺪت ﻛﻞ اھﺘﻤﺎﻣﻲ ورﻏﺒﺘﻲ ﻓﻲ اﻟﻨﺎس اﻵﺧﺮﯾﻦ د
 
 اﻟﻤﺠﻤﻮﻋﺔ اﻟﺜﺎﻟﺜﺔ ﻋﺸﺮ 
 
 
 
 أؤﺟﻞ اﺗﺨﺎذ اﻟﻘﺮارات أﻛﺜﺮ ﻣﻦ اﻟﻤﻌﺘﺎد أ
 ﻟﺪي ﺻﻌﻮﺑﺔ ﻓﻲ اﺗﺨﺎذ اﻟﻘﺮارات أﻛﺜﺮ ﻣﻦ ذي ﻗﺒﻞ ب
 ﻗﺪرﺗﻲ ﻋﻠﻰ اﺗﺨﺎذ اﻟﻘﺮارات ﻟﻢ ﺗﺘﻐﯿﺮ ﺗﻘﺮﯾﺒﺎ  ج
 ﻟﯿﺲ ﺑﻤﻘﺪوري اﺗﺨﺎذ ﻗﺮارات إطﻼﻗﺎ  د
 
أﻧﺎ ﻗﻠﻖ ﻷﻧﮫ ﯾﺒﺪو ﻋﻠﻲ اﻟﻜﺒﺮ أو أﻧﻨﻲ ﻟ�ﻢ أﻋ�ﺪ ﺟ�ﺬاب )ﯾﻘﻠﻘﻨ�ﻲ أﻧﻨ�ﻲ ﻋ�ﺪﯾﻢ  أ اﻟﻤﺠﻤﻮﻋﺔ اﻟﺮاﺑﻌﺔ ﻋﺸﺮ 
 اﻟﺠﺎذﺑﯿﺔ وﻏﯿﺮ ﺟﻤﯿﻞ (
أﺷﻌﺮ أن ھﻨﺎك ﺗﻐﯿﺮات داﺋﻤﺔ ﻓﻲ ﻣﻈﮭﺮي اﻟﺸﺨﺼﻲ ﻣﻤ�ﺎ ﯾﺠﻌﻠﻨ�ﻲ أﺑ�ﺪو  ب
 ﻏﯿﺮ ﺟﺬاب 
 ﻻ أﺷﻌﺮ ﺑﺄﻧﻲ أﺑﺪو ﺑﺤﺎل ﻣﻦ اﻷﺣﻮال أﺳﻮأ ﻣﻦ اﻟﻤﻌﺘﺎد ج
 أﻋﺘﻘﺪ ﺑﺄﻧﻨﻲ أﺑﺪو ﻏﯿﺮ ﺟﻤﯿﻞ  د
 
 اﺣﺘﺎج إﻟﻰ ﺟﮭﺪ إﺿﺎﻓﻲ ﻟﻠﺒﺪء ﻓﻲ ﻋﻤﻞ ﺷﻲء ﻣﺎ  أ اﻟﻤﺠﻤﻮﻋﺔ اﻟﺨﺎﻣﺴﺔ ﻋﺸﺮ 
 إﻧﻨﻲ أﺿﻄﺮ ﻻن أﺿﻐﻂ ﻧﻔﺴﻲ  ﻷداء ﻋﻤﻞ ﻣﺎ  ب
 ﺑﺎﺳﺘﻄﺎﻋﺘﻲ أن اﻋﻤﻞ ﺗﻘﺮﯾﺒﺎ ﺑﻨﻔﺲ اﻟﻘﺪرة اﻟﺘﻲ ﻛﻨﺖ ﻋﻠﯿﮭﺎ ﻣﻦ ﻗﺒﻞ  ج
 ﻻ اﺳﺘﻄﯿﻊ اﻟﻘﯿﺎم ﺑﺄي ﻋﻤﻞ ﻋﻠﻰ اﻹطﻼق  د
 
 ﻧﻮﻣﻲ ﻟﻢ ﯾﻌﺪ ﻛﺎﻟﻤﻌﺘﺎد  أ اﻟﻤﺠﻤﻮﻋﺔ اﻟﺴﺎدﺳﺔ ﻋﺸﺮ 
اﺳﺘﯿﻘﻆ ﺳﺎﻋﺔ أو ﺳﺎﻋﺘﯿﻦ ﻗﺒﻞ اﻟﻤﻌﺘﺎد و أﺟﺪ ﺻﻌﻮﺑﺔ ﻓﻲ اﻻﺳﺘﻐﺮاق ﻓ�ﻲ  ب
 اﻟﻨﻮم ﺛﺎﻧﯿﺔ 
 اﺳﺘﻄﯿﻊ أن أﻧﺎم ﻛﺎﻟﻤﻌﺘﺎد  ج
 اﺳﺘﯿﻘﻆ ﻗﺒﻞ ﺳﺎﻋﺎت ﻣﻦ اﻟﻤﻌﺘﺎد وﻻ اﺳﺘﻄﯿﻊ اﻟﻨﻮم ﻓﯿﻤﺎ ﺑﻌﺪ  د
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 أرھﻖ ﺑﺴﺮﻋﺔ أﻛﺒﺮ ﻣﻦ ذي ﻗﺒﻞ  أ اﻟﻤﺠﻤﻮﻋﺔ اﻟﺴﺎﺑﻌﺔ ﻋﺸﺮ 
 أﺷﻌﺮ ﺑﺎﻹرھﺎق ﻣﻦ أداء أي ﺷﻲء ﺗﻘﺮﯾﺒﺎ  ب
 ﻻ اﺷﻌﺮ ﺑﺎﻹرھﺎق أﻛﺜﺮ ﻣﻦ اﻟﻤﻌﺘﺎد  ج
 إﻧﻨﻲ ﻓﻲ ﻏﺎﯾﺔ اﻹرھﺎق ﻟﻠﻘﯿﺎم ﺑﺄي ﻋﻤﻞ ﻛﺎن  د
 
 ﺷﮭﯿﺘﻲ ﻟﻸﻛﻞ ﻟﯿﺴﺖ ﺟﯿﺪة  أ اﻟﻤﺠﻤﻮﻋﺔ اﻟﺜﺎﻣﻨﺔ ﻋﺸﺮ
 ﺷﮭﯿﺘﻲ ﻟﻸﻛﻞ أﺻﺒﺤﺖ أﺳﻮأ ﺑﻜﺜﯿﺮ  ب
 ﺷﮭﯿﺘﻲ ﻟﻸﻛﻞ ﻟﯿﺴﺖ أﺳﻮأ ﻣﻦ اﻟﻤﻌﺘﺎد  ج
 ﻟﯿﺴﺖ ﻟﺪي ﺷﮭﯿﺔ ﻟﻸﻛﻞ ﻋﻠﻰ اﻹطﻼق د
 
 ﻛﯿﻠﻮ ﻏﺮام ﻣﻦ وزﻧﻲ 2ﻟﻘﺪ ﻓﻘﺪت أﻛﺜﺮ ﻣﻦ  أ اﻟﻤﺠﻤﻮﻋﺔ اﻟﺘﺎﺳﻌﺔ ﻋﺸﺮ 
 ﻛﯿﻠﻮ ﻏﺮام ﻣﻦ زﻧﻲ  5.4ﻟﻘﺪ ﻓﻘﺪت أﻛﺜﺮ ﻣﻦ  ب
 ﻟﻢ أﻓﻘﺪ ﺷﯿﺌﺎ ﻣﻦ وزﻧﻲ وان ﺣﺼﻞ ﻟﻢ ﯾﻜﻦ ﻣﻠﺤﻮظ  ج
 ﻛﯿﻠﻮ ﻏﺮام ﻣﻦ وزﻧﻲ  5.6ﻟﻘﺪ ﻓﻘﺪت أﻛﺜﺮ ﻣﻦ  د
 
إﻧﻨﻲ ﻗﻠﻖ ﻧﻮﻋ�ﺎ ﻣ�ﺎ ﺑﺸ�ﺄن ﻣﺸ�ﻜﻼت ﺟﺴ�ﺪﯾﺔ ﻣﺜ�ﻞ اﻵﻻم ، اﻟﺼ�ﺪاع ، آﻻم  أ اﻟﻤﺠﻤﻮﻋﺔ اﻟﻌﺸﺮون 
 ﻓﻲ اﻟﻤﻌﺪة او اﻹﻣﺴﺎك .
إﻧﻨﻲ ﻗﻠﻖ ﻟﻠﻐﺎﯾ�ﺔ ﺑﺸ�ﺄن ﻣﺸ�ﻜﻼﺗﻲ اﻟﺠﺴ�ﺪﯾﺔ واﻧ�ﮫ ﻟﻤ�ﻦ اﻟﺼ�ﻌﺐ أن اﻧﻈ�ﺮ  ب
 إﻟﯿﮭﺎ دون أن اﻗﻠﻖ 
 ﻟﯿﺲ ﻟﺪي ﻗﻠﻖ ﺑﺸﺄن ﺻﺤﺘﻲ أﻛﺜﺮ ﻣﻦ اﻟﻤﻌﺘﺎد  ج
إﻧﻨﻲ ﻗﻠﻖ ﻟﻠﻐﺎﯾﺔ ﺑﺸﺄن ﻣﺸﻜﻼﺗﻲ اﻟﺠﺴ�ﺪﯾﺔ إﻟ�ﻰ درﺟ�ﺔ إﻧﻨ�ﻲ ﻻ أﻛ�ﺎد أﻓﻜ�ﺮ  د
 ﻓﻲ أي ﺷﯿﺌﺎ آﺧﺮ 
 
اﻟﻤﺠﻤﻮﻋ���������ﺔ اﻟﻮاﺣ���������ﺪة 
 واﻟﻌﺸﺮون
 ﻟﺪي رﻏﺒﺔ ﻓﻲ اﻟﺠﻨﺲ أﻗﻞ ﻣﻤﺎ ﻛﺎﻧﺖ ﻋﻠﯿﮫ  أ
 رﻏﺒﺘﻲ ﻓﻲ اﻟﺠﻨﺲ اﻗﻞ ﺑﻜﺜﯿﺮ أﻻن  ب
 رﻏﺒﺘﻲ اﻟﺠﻨﺴﯿﺔ ﻟﻢ ﯾﻄﺮأ ﻋﻠﯿﮭﺎ أي ﺗﻐﯿﺮ  ج
 ﻟﻢ ﺗﻌﺪ ﻟﺪي رﻏﺒﺔ ﻓﻲ اﻟﺠﻨﺲ ﻋﻠﻰ اﻹطﻼق  د
 
 
 ﻣﻦ ھﺬه اﻷﻓﻜﺎر ﺗﻨﻄﺒﻖ ﻋﻠﯿﻚ/ي: أي
 
 أﻓﻜﺮ ﻓﻲ اﻟﻤﻮت ﻋﻠﻰ اﻧﮫ ﺣﻞ ﻟﻤﺸﻜﻠﺘﻲ -1
 ﻻ أﻓﻜﺮ ﺑﺎﻟﻤﻮت أﺑﺪا -2
 أﺣﯿﺎﻧﺎ أﻓﻜﺮ ﺑﺎﻟﻤﻮت -3
 ﻛﺜﯿﺮا ﻣﺎ ﯾﺨﻄﺮ ﻋﻠﻰ ﺑﺎﻟﻲ أﻓﻜﺎرا ﺗﺘﻌﻠﻖ ﺑﺎﻟﻤﻮت -4
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Appendix: 2 
 
 
 
The participants' answers to the questions related to their (Beck Depression Inventory scales 
 
 
Sadness 
 
 
 
1- VALID 
0- I do not feel 
sad. 
1-I feel sad 2 -  I am sad all the 
time and I can't 
snap out of it. 
3 -I am so sad 
and unhappy 
that I can't 
stand it. 
 
 
 
F. % CF F. % CF F. % CF F. % CF 
171 47 47 131 36 84 25 7 93 25 7 100 
 
 
Pessimism 
 
 
2- VALID 
0- I am not 
particularly 
discouraged 
about the future. 
1-  I feel 
discouraged 
about the 
future. 
2 -I feel I have 
nothing to 
look 
forward to. 
3- I feel the future is 
hopeless and that 
things cannot 
improve. 
 
 
 
F. % CF F. % CF F. % CF F. % CF 
230 64.4 64.4 77 21 86 25 7 93 25 7 100 
 
 
Past  
failure 
 
 
 
 
3- VALID 
0- I do not feel 
like a failure. 
1- I feel I have 
failed more 
than the 
average 
person. 
2- As I look back 
on my life, all 
I can see is a 
lot of failures. 
3- I feel  I am a 
complete 
failure as a 
person. 
 
 
 
F. % CF F. % CF F. % CF F. % CF 
266 74.5 74.5 47 13.2 87.7 36 10.1 97.8 8 2.2 10 
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Loss of 
pleasure 
 
 
 
4- VALID 
 0- I get as much 
satisfaction 
out of things 
as I used to 
1- I don't enjoy 
things the way 
I used to. 
2- I don't get real 
satisfaction out 
of anything 
anymore. 
 
 
 
 
F. % CF F. % CF F. % CF F. % CF 
144 40.3 40 123 34.5 74.8 55 15.4 90.2 35 9.8 100 
 
 
 
Guilty 
feeling 
 
 
 
 
5- VALID 
0- I don't feel 
particularly 
guilty 
1- I feel guilty  
part of the time. 
2 -I feel quite 
guilty most of 
the time. 
3- I feel guilty 
all of the 
time. 
 
 
 
F % CF F % CF F. % CF F % CF 
146 40.9 40.9 120 33.6 74.5 83 23 97.8 8 2.2 100 
 
 
 
 
 
Punishment 
feeling 
 
 
 
6- VALID 
0- I don't feel I 
am being 
punished. 
1- I feel I may be 
punished. 
2 -I expect to be 
punished. 
3 -I feel I am 
being 
punished. 
 
 
 
F % CF F % CF F % CF F % CF 
179 50 50.1 73 20.4 70.6 56 15.7 86.3 49 13  
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 7- Valid    
Self- 
dislike 
 
0 -I don't feel 
disappointed in 
myself. 
1- I am 
disappointed 
in myself. 
2- I am disgusted 
with myself. 
3- I hate myself. 
 
 
 
F % CF F % CF F % CF F % CF 
213 59.7 59.7 97 27.2 86.8 28 7.8 94.7 19 5.3 100.0 
 
 
 8- Valid     
Self- 
criticalness 
 
0- I don't feel I am 
any worse than 
anybody else. 
1- I am critical 
of myself for 
my 
weaknesses or 
mistakes. 
2- I blame 
myself all the 
time for my 
faults. 
3- I blame 
myself for 
everythin
g bad that 
happens. 
 
 
 
F % CF F. % CF F % CF F % C
 
130 36.4 36.4 157 44 80.4 41 11.5 92 29 8.1  
 
 
 
Suicidal 
thoughts 
and 
wishes 
 
 
9-VALID 
0- I don't have any 
thoughts of killing 
myself. 
1- I have thoughts 
of killing 
myself, but I 
would not carry 
them out. 
2- I would like to 
kill myself. 
3- I would 
kill 
myself if 
I had the 
chance. 
 
 
 
F. % CF F. % CF F % CF F % C
 
269 75.4 75.4 56 15.7 91 16 4.5 95.5 16 4.5  
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Crying 
 
 
 
10- VALID 
0- I don't cry any 
more than usual. 
1 -I cry more now 
than I used to. 
2- I cry all the 
time now. 
3- I used to be able 
to cry, but now I 
can't cry even 
though I want to. 
 
 
 
F % CF F % CF F % CF F % CF 
180 51.0 51 70 19.6 70 19 5.3 75 88 24.6 100 
 
Irritability 
Agitation 
 
 
 
 
11- VALID 
0 -I am no more 
irritated by 
things than I 
ever was. 
1- I am slightly 
more irritated 
now than 
usual. 
2 -I am quite 
annoyed or 
irritated a good 
deal of the time. 
3- I feel irritated 
all the time. 
 
 
F. % CF F. % CF F. % CF F. % CF 
116 32.5 32.5 166 46.5 79 40 11.2 90.2 35 9.8 100 
 
 
 
Loss of 
interest 
 
 
 
12- VALID 
0- I have not lost 
interest in other 
people. 
1- I am less 
interested in 
other people 
than I used to 
be. 
2- I have lost most 
of my interest 
in other people. 
3 -I have lost 
all of my 
interest in 
other 
people. 
 
 
 
F. % CF F. % CF F. % CF F. % CF 
130 36.4 36.4 140 39.2 75.6 63 17.6 93.3 24 6.7 100 
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Indecisiveness 
 
 
13- VALID 
0- I make 
decisions about 
as well as I ever 
could. 
1- I put off 
making 
decisions more 
than I used to. 
2- I have 
greater 
difficulty in 
making 
decisions 
more than I 
used to. 
3- I can't make 
decisions at 
all anymore. 
 
 
 
F. % CF F. % CF F % CF F. % CF 
190 53.2 53.2 83 23.2 76.5 74 20 97 10 2.8 100 
 
 
 
Body image, 
Worthlessness 
 
 
 
14- VALID 
0- I don't feel 
that I look any 
worse than I 
used to. 
1- I am worried 
that I am 
looking old 
or 
unattractive. 
2- I feel there are 
permanent 
changes in 
my 
appearance 
that make me 
look 
unattractive 
3- I believe 
that I look 
ugly. 
 
 
 
F. % CF F. % CF F. % CF F % CF 
272 76 76.2 21 5.9 82 46 12.9 95 18 5 100 
 
 
 
Loss of 
energy 
 
 
 
15- VALID 
0- I can work 
about as well as 
before. 
1- It takes an 
extra effort to 
get started at 
doing 
something. 
2- I have to push 
myself very 
hard to do 
anything. 
3- I can't do any 
work at all. 
 
 
 
F % CF F. % CF F % CF F % CF 
145 76.2 76.2 21 5.9 82.1 46 12.9 95 18 5 100 
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Change 
sleep 
pattern 
 
 
 
16- VALID 
0 -I can sleep as 
well as usual. 
1- I don't sleep as 
well as I used 
to. 
2- I wake up 1-2 
hours earlier 
than usual and 
find it hard to 
get back to 
sleep. 
3- I wake up 
several hours 
earlier than I 
used to and 
cannot get 
back to sleep. 
 
 
 
F. % CF F % CF F % CF F % CF 
163 45.7 45.7 138 38.7 84.3 41 11.5 95.8 15 4.2 100 
 
 
 
 
 
Tiredness 
or 
fatigue 
 
17- VALID 
0- I don't get more 
tired than usual. 
1- I get tired more 
easily than I 
used to. 
2 -I get tired 
from doing 
almost 
anything. 
3 -I am too tired 
to do 
anything. 
 
 
 
F. % CF F % CF F. % CF F. % CF 
164 45.9 45.9 113 31.7 77.6 55 15.4 93 25 7 100 
 
 
 
Change of  
 
Appetite 
18- VALID 
0 -My appetite is no 
worse than 
usual. 
1 -My appetite is 
not as good as 
it used to be. 
2- My appetite is 
much worse 
now. 
3- I have no 
appetite at all 
anymore. 
 
 
 
F. % CF F. % CF F. % CF F % CF 
221 61.9 61.9 86 24.1 86 37 10.4 96.4 13 3.6 100 
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Weight 
loss 
 
 
 
19- VALID 
0 -I haven't lost 
much weight, if 
any, lately. 
1- I have lost 
more than five 
pounds. 
2- I have lost 
more than ten 
pounds. 
3- I have lost 
more than 
fifteen 
pounds. 
 
 
 
F. % CF F. % CF F % CF F % CF 
227 63.6 63.6 65 18.2 81.8 38 10.6 92.4 27 7.6 100 
 
 
 
 
 
Health 
worried 
 
20- VALID 
0- I am no more 
worried about 
my health than 
usual. 
1- I am worried 
about physical 
problems like 
aches, pains, 
upset stomach 
2- I am very 
worried about 
physical 
problems and 
it's hard to 
think of much 
else. 
3- I am so worried 
about my 
physical 
problems that I 
cannot think of 
anything else. 
 
 
 
 
F. % CF F % CF F % CF Freq % CF 
247 69.7 69.7 74 20.7 89.9 29 8.1 98.0 7 2.0 100 
 
 
Loss of 
interest in 
sex   
 
 
 
21- VALID 
0- I have not 
noticed any 
recent change 
in my interest 
in sex. 
1- I am less 
interested in 
sex than I 
used to be. 
2- I have almost 
no interest in 
sex. 
3- I have lost 
interest in sex 
completely. 
 
 
 
Freq % CF Freq % CF Freq % CF Freq % CF 
276 77.3 77.3 19 5.3 82.6 40 11.2 93.8 22 6.2 100 
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 مدى انتشار الاكتئاب لدى طلبة العلوم الصحية في جامعة القدس
 إعداد الطالب : عيسى رجا ابوعرام
 إشراف : الدكتوره نجاح الخطيب 
 
 ملخص الدراسة
  
 المقدمة
 
 ىتعررف دراةرة العلروم الصرحية علرى  نبرا تخصرة مبيئرة لرايطة مليئرة بالتحردؤار العاليرة مالتري تر  ر علر
الطر ب مرن الةا يرة  الجسردؤة مالةبسريةو طر ب العلروم الصرحية ؤتنيرطمب عرن ييرر   مرن الطر ب بالدرجرة 
العاليرة مرن التعلري   تحرب لرووط كبيررط م رئه اليرووطار شرااعة برين الطلبرة ملبرا ع  رة بحردم  الاكتئراب 
 الةبسي.
  
  الصحية في جامعة القدس. مدى انتشار الاكتئاب بين طلبة  العلوم  دفب  ئه الدراةة إلى  ياس
 
ت  اةتخدام النةبج الكني النقطعي في  ئه الدراةةو  م تكوب مجتنع الدراةرة مرن جنيرع طر ب كليرار العلروم 
  طالبررا مطالبرر  مررن جنيررع 5933مكرراب عرردد الطلبررة   ;فلسررطين   –الصررحية  فرري جامعررة القرردس  ابررودؤ 
  طالبرا مطالبر و  يرا تر  امتيرار   )753بعليرة للدراةرة النسرتوؤار مةرةوار  الدراةرة و م رد  كانرب العيةرة ال
باةتخدام العيةة القصدؤة ييرالعشوااية.  اةتخدم البا را الاةرتبانة   داه للدراةرةو  يرا ا ترور علرى البيانرار 
  12و  يرا اشرتنا النقيراس علرى   9691  لعرام Ⅱ-IDBالاجتناعية مالدؤنويرافية ممقياس بير  ل كتئراب  
  و متر  اةرتخدام عردط SSPSلجة البيانار  باةرتخدام الحطمرة اص صرااية  للعلروم الاجتناعيرة  ة ال  تنب معا
 ةرراليب إ صررااية  مةبررا : التكرررارارو مالةسررب النئوؤررةو مالنتوةررطار الحسررابيةو مالانحرافررار  النعيارؤررةو 
رف علرى الع  رار للتعر  ;  للبرمق ما برين مجنوعرار T  و م امتبار   AVONAمامتبار التباؤن الأ ادي  
 raenilitluMبرررين متويررررار الدراةرررة م عررررات الاكتئررراب. متررر  اةرررتخدام الانحررردار الخطررري النتعررردد  
 بةسبة الاكتئاب لنن عنلية البحا. ﹰ  صؤجاد العواما الأكثر تةب اnoissergeR
 
مبيةب الةتااج بأب  و  %  من النبحو ين كاب لدؤب  الحد الأدنى من الاكتئاب 9.74    ظبرر نتااج الدراةة  ب
   فأعلى.71  % اةتةادا إلى نقطة الحس  للأداط م ي   3.04نسبة الاكتئاب للنبحو ين بلوب   
  % من النبحرو ين كراب لردؤب   عررات اكتئراب 7.91 ما بالةسبة  لدرجار الاكتئاب فقد  ظبرر الدراةة إب  
دؤب   عرات اكتئراب شردؤدو  منتيجرة لرئل   % ل 2.9  % لدؤب   عرات اكتئاب متوةطة و   2.32بسيط  و  
% مرن النبحرو ين ؤعرانوب مرن  عررات اكتئراب متوةرط  م رادط م رئا ؤعةري  نبر   23فقد  ظبرر الدراةرة  ب 
 بحاجة إلى الع ج مالنساعدط.
 
م فينا ؤتعلق بع  ة مستوى الاكتئاب مع النتويررار الدؤنويرافيرة  فقرد كشربب الةترااج عرن عردم مجرود فررمق 
دلال  إ صااية في مدى انتشار الاكتئاب تعطى إلى عردد  الأمروط و مدمرا الأةررطو مالأمررات العيروؤة ذار 
 عةد النبحو ينو مالحالة الاجتناعية للوالدؤن مالتخصة الجامعي ما بين طلبة الطب مطلبة النبن الصحية.
كتئراب تعرطى الرى الجرة و في  ين كشبب الةتااج  عن مجود فرمق ذار دلالة إ صااية فري مردى انتشرار الا 
العنرو  مكاب السركن و مةطقرة السركنودرجة التردؤنو السرةة الدراةرية و مجرود مشرك ر نبسريةو ممجرود  فكرار 
انتحارؤة .  يا  ظبرر الةتااج   ب مدى انتشار الاكتئاب لردى  اصنرا   علرى مرن النبحرو ين الرئكور بنسرتوى 
ةة  فأكبر ؤعانوب مرن مردى انتشرار  عررات الاكتئراب  22عنر بيةنا كاب النبحو ين من فئة   100.0دلالة  =
. إلافة إلى ذل  فاب النبحو ين ةكاب جةروب  420.0بةسبة  على من زم اب  الأ ا عنرا  بنستوى دلالة  = 
. كنرا    700.0من النبحو ين ةكاب  شنال اليربة  بنسرتوى دلالر  = اكتِئابا  ممةط اليبة الوربية  كانوا  كثر 
نتررااج الدراةررة  ب النبحرو ين مررن ةرركاب النةرراطق الرؤبيرة  لرردؤب  مرردى انتشرار الاكتئرراب  علررى مررن م ظبررر 
. مبيةب الةتااج  ب النبحو ين من السةة الخامسرة  20.0النبحو ين من ةكاب الندب  الحير  بنستوى دلالة = 
زم اب  في السةوار الأمرى عةد مسرتوى  نؤعانوب من مدى انتشار  عرات الاكتئاب بةسبة  على م قفنا فو
. كنا م ظبرر الةتااج  ب نسبة الاكتئاب لدى  طلبة التنرؤض مالقبالة مالعر ج الطبيعري  ري   720.0دلالة  = 
  .%  م ي نسبة  على من نسبة الاكتئاب لدى زم اب 05 
  
ار الاكتئراب  ممجرود النشرك ر من جبة  مرى  ظبرر نتااج الدراةة  ب  ةاك ارتباط اؤجابي برين مردى انتشر
. كنرا  1000.0بنستوى دلالة =  ةممجود الأفكار الانتحارؤ  1000.0الةبسية لدى النبحو ين  بنستوى دلالة=
   920.0 ظبرر نتااج الدراةة باب النبحو ين النلتطمين دؤةيا لدؤب  نسبة اكتئاب  على  الدلالة اص صرااية = 
 ا.من النبحو ين النتدؤةين نوعا م
 
م  ميررا  فقرد تر  إدمرال النتويررار ذار الدلالرة فري معادلرة الانحردار النتعردد م ري   الجرة و العنررو درجرة 
التدؤن و مكاب السكن و مةطقة السكن و ةةة الدراةة و مجود مشك ر نبسية و مجود  فكار انتحارؤة    ظبرر 
سررب معادلررة الانحرردار الخطرري النتعرردد  رري   إب النتويرررار الترري تةبررأر بالاكتئرراب لرردى النبحررو ين   جالةترراا
 الأفكار الانتحارؤةو النشك ر الةبسية و ممةطقة السكن .
 
نترااج   يرا تشرير،  العلروم الصرحية مسرألة مطيررط برةماةرتةادا إلرى الةترااجو فرئب الاكتئراب برين طل : الخلاصةة
كنرا مبلورب نسربة الطلبرة  مالنتوةرط .% من النشاركين ؤعرانوب مرن  عررات الاكتئراب الحراد 23بأب  الدراةة
% ؤعتقدمب براب النرور  رو الحرا الو يرد لنشرك تب . مبةرا  علرى  7.6% مةب  42الئؤن لدؤب   فكار انتحارؤة 
و فري  رين  ب الطلبرة الرئؤن  التردما الةبسري مالنسراعدط ذل  فاب الطلبة الئؤن ؤعانوب مرن الاكتئراب بحاجر  إلرى
لردى  الدراةرة بتطروؤر الروعي م رد امترب. لرى التردما العاجرا لحرا مشرك تب  لدؤب   فكار انتحارؤرة بحاجر  إ
 .جامعة القدس لدى طلبة النشاكا الةبسية م ا بالاعتراف  تحاب القرار
 
 
 
 


